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THE TREATMENT OF CHRONIC ULCERS 
OF THE STOMACH AND DUODENUM.* 
Cuartes H. Mayo, M.D., F.A.C.S., 


RocuHester, MInn, 


The problem of the treatment of ulcers of the 
stomach and duodenum has been under discussion 
for many years. In 1881, Wolfler, influenced by an 
assistant, made the first gastro-enterostomy for the 
relief of obstruction in a case of cancer of the 
stomach. In certain chronic cases in which there 
was great obstruction, the operation led to secondary 
symptoms for which surgical interference was neces- 
sary. However, such cases have been the ones most 
eminently fitted for surgery, and in which the great- 
est benefit has been derived through gastro-enteros- 
tomy or some other method for the relief of the ob- 
struction at the pylorus. 

From the standpoint of diagnosis, so far as the 
surgeon is concerned, the average period of duration 
of symptoms before the patients are seen by the 
roentgenologist is nine and one-half years. The sur- 
geon, therefore, does not have his opportunity until 
there has been a medical failure. This means that a 
few patients come to the surgeon within the first year 
or two of their suffering, and that a great many come 
after twenty or thirty years. 

Moynihan says that of all aids to diagnosis he 
would rather, by far, have the roentgenologist’s re- 
port than any other single finding. He almost dis- 
credits the laboratory tests, especially gastric 
analyses. 

In the early history ot these cases patients have a 
few weeks of trouble, with a year or two years be- 
tween the first two attacks, then two attacks a year, 
and then four. The pain which we have attributed to 
acids is probably the result of peristaltic effort that 
is increased by spasm of the pylorus. 

I hold with Sippy that the ulcers we have been 
talking about all these years are peptic ulcers. In 
these cases there is an unusual amount of combined 
acids, owing to retention for a period long enough 
to permit the development of fermentation. 

Some years ago, Cannon brought out the fact that 
acid contact closes the pyloric ring. The stomach is 


*Read at the Thirty-First Annual Meeting of the New York and 
ew England Association of Railway Surgeons, 1921. 
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bathed in acids above and the pyloric is closed until 
the alkali touches the’ pylorus from below, or until 
alkali is taken by mouth or the acids are diluted by 
food or drink. In the foregut of the embryo are in- 
cluded the “anlages” of the stomach and of the duo- 
denum to the common duct. The pyloric ring divides 
the foregut. Digestion above the pyloric ring is acid, 
but the first part of the duodenum is bathed by 
just as high acids with an equal amount of pepsin; 
these are gradually or rapidly neutralized. Five ul- 
cers occur in the first part of the duodenum above 
the common duct to one in the stomach, and yet more 
than one-third of all cancers in man occur in the 
stomach, that is, in the highest acid field of the body. 
In the region of Brunner’s glands a high degree of 
alkalosis develops to neutralize the acids of the 
stomach. When the acids become neutralized the 
pylorus opens to let some of the contents out. As 
a result, ulcers do not occur lower down. The acidity 
must be avercome or nature would be grossly wast- 
ing of her alkaline digestion below the common duct. 
The infant has lactic acid at the lower end of the 
duodenum as a part of the process of digesting milk, 
but acid material is not excreted below the pylorus. 
When a gastro-enterostomy is made the jejunum is 
exposed ta the same conditions as normally exist in 
the first portion of the duodenum. The intestinal di- 
gestion, which is absolutely necessary, is alkaline. 
Persons can get along without acids and have very 
good digestion, but they would not necessarily be 
very comfortable. Persons who. have no acids have 
an excess of sodium, that is, an excess of alkalinity, 
which renders their nerve endings permeable. Such 
persons have all sorts of complaints. Asa rule, 80% 
have low systolic blood pressure, ranging from 110 
to II5. 

The main problem, then, lies not alone in the 
presence of the ulcer, but also in the question of how 
the patient got the ulcer. Too long we have been 
dealing with the end-result of disease, and not pay- 
ing enough attention to the etiology. There must be 
very little doubt, from the evidence assembled, that 
ulcers are the result of embolic infarctions which in- 
jure the resistance of the tissues of the stomach to 
the fluids that are contained within it. Thus, in the 
acute conditions an ulcer occurs which progresses 
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until it reaches the blood supply. The ulcer may re- 
main stationary in type and size for a long period of 
years, except that curious type which, advancing, con- 
tracting, and advancing and contracting again, de- 
velops the hour-glass stomach with a little opening 
between the upper and the lower pouches. The area 
of ulceration may be exceedingly small with pliable 
tissue reaching the margin of the ulcer. 

In a clinic in which general examinations are made 
it is surprising to find how many patients have ulcers 
of the stomach without symptoms, except the most 
trivial, referable to the stomach. In some of these 
patients cancer of the stomach develops. * Such pa- 
tients are pale, anemic and, altogether, present such 
a characteristic picture that a diagnosis can be made 
almost as they enter the room. They do not com- 
plain of pain; they say, “My friends have insisted 
on my coming to the doctor because I have lost my 
appetite and thirty-five pounds in weight in the last 
three months.” Invariably the cancer, in such cases, 
is far beyond surgical intervention. Only about 22% 
of patients with ulcer have a history of bleeding. If 
the ulcer is not excised or destroyed, a certain per- 
centage, at least, will bleed again after gastro-enteros- 
tomy or operation on the pylorus. 


Different methods have been advanced for the re- 
lief of ulcer of the stomach and duodenum. During 
the period before the roentgenray diagnosis had been 
develened accurately, and even since, operation has 
been performed if there were symptoms, whether or 
not proof of the ulcer existed. In the clinic we have 
cut off more than 300 gastro-enterostomies. Most 
of these had been made elsewhere; a few, however, 
were second operations on our own patients in which 
operation had been performed in the early days of 
the procedure. The Heinecke and Mikulicz crosscut 
of the pylorus, developed at that time, did not prove 
satisfactory. The Finney operation for enlarging the 
caliber of a strictured pylorus has resulted in great 
benefit in many instances. In cases in which a py- 
loronlasty seems advisable a test of the gastric di- 
gestive juices is of value. The extent of an opera- 
tion for the relief of ulcer should be considered care- 
fully, since indications for surgery alter with changes 
in the condition of the patient. A Finney pyloro- 
plasty should not be made when a gastro-enterostomy 
can be made with greater safety, and the reverse is 
often true. In a case with high acidity the gastro- 
enterostomy allows enough of the alkaline digestive 
fluid.of the duodenum to enter the stomach to lower 
its acidity 40%. The environment of the bacteria 
which existed in the ulcer, perhaps for years, is thus 


changed. In a case of low acidity a pyloroplasty 
does not change the degree of acidity to so great an 
extent, but it overcomes retention and spasm. A pa- 
tient who has had a gastro-enterostomy for ulcer 
may be benefited greatly by the Sippy treatment. 
Sippy has done more than any other internist in the 
profession to coordinate knowledge of the treatment 
of gastric and duodenal ulcers. There should be no 
controversy between the clinician and the surgeon 
as to the treatment of these conditions. Patients who 
do not quickly receive relief after operation will 
usually be greatly benefited by medical care; the ma- 
jority do not need it. 

Prior to the spring of 1921, we had performed at 
the Clinic 6,402 gastro-enterostomies for ulcer; the 
majority of the operations were posterior. When 
obstruction prevented the accomplishment of a pos- 
terior gastro-enterostomy, the anterior operation 
was performed. The results of the Finney operation 
or some other method of pyloroplasty, as indicated 
in a few hundred cases, are leading to a more favor- 
able opinion of the methods and, consequently, their 
increasing application. 


AFTER-CARE, COURSE AND COMPLICA- 
TIONS IN DUODENAL AND GASTRIC 
ULCER.* 

Cuar.es H. Peck, M.D., F.A.C.S., 


New York Ciry. 


The after-care of ulcer cases begins with the tech- 
nic of the operation itself, for with a properly 
planned and executed operation, in cases without dis- 
turbing complications present before operation, the 
after-care is so simple as to call for little comment, 
and consists of a few simple directions: 

1. Position. As soon as the patient has recovered 
from the anesthetic he is allowed to turn on either 
side freely, the nurse being instructed to find the 
position of greatest comfort, and to change it from 
time to time. 

I use the Gatch bed for these cases and allow the 
half-sitting posture within a few hours, alternating 
with the flat bed and side positions from time to time. 
This helps to prevent lung complications, to avoid the 
annoying throat irritations from pharyngeal mucus 
and enhances comfort to a great degree. 

2. Sedatives. Morphine is given hypodermatically 
in 1-6 gr. doses, the first before full recovery from 
the anesthesia, repeating at intervals according to 
need, rarely more than three, or perhaps four, doses 


*Read at the Thirty-First Annual Meeting of the New York and 
New England Association of Railway Surgeons, 1921. 
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in all in the first twenty-four hours. It is seldom 
required during the second day, until later in the 
afternoon, when an injection tides over the .early 
evening and a second one during the night is, as a 
rule, sufficient. A single injection on the third night 
usually terminates the need for morphine, mild hyp- 
notics by mouth or rectum sufficing. No great effort 
is made to keep the amount of sedative below that 
required for a reasonable degree of comfort, for we 
feel that it is much more harmful to allow the pa- 
tient to become exhausted and excited by pain and 
discomfort. This does not mean, in any sense, that 
it is used without due care to keep the amount at the 
minimum to produce the desired effect. 


3. Fluids by Rectum. Rectal enemas of 5 per cent. 
glucose, 8 ounces are given every six hours for the 
first two days and three times a day on the third 
day, being discontinued as soon as fluids by mouth 
are taken in reasonable amount. No nutriment ene- 
mata are used as a routine, but are employed in ex- 
ceptional cases of persistent vomiting or inability to 
take fluids by mouth for any cause. 


4. Fluids by Mouth. Nothing is given on the day 
of operation. The mouth and lips are swabbed with 
cool water only. Cracked ice is avoided, as a rule, 
on account of its tendency to increase thirst. On the 
following day water is given at intervals of from two 
to four hours, beginning with one drachm, increasing 
to about half an ounce. From the second day post- 
operative, fluids are slowly increased in quantity, ac- 
cording to a regular schedule; liquid nourishment 
alternating with water, until a full fluid diet, 6 ounce 
quantity, is given every two hours on the fifth day. 

Soft solids are commenced on the eighth day and 
gradually increased until by the twelfth day the pa- 
tient is taking a light, selected diet. 

No effort is made to hasten unduly the time of 
sitting out of bed, the twelth to the fourteenth day 
being the rule. In the meantime, »y the use of the 
Gatch bed, the patient has been sitting almost upright 
from the fourth day and has all the advantages of 
the head-up position. 


5. Care of the Wound. As drainage is used only 
in exceptional cases of perforated ulcer, the first 
dressing is usually on the sixth day, when the skin 
suture is removed, the silkworm-gut stay sutures 
being left in place until the twelfth day. 

I must confess to having occasional late abscesses 
in the abdominal wall in spite of all possible care to 
Prevent infection. These rarely amount to anything 
more than an annoyance, and are treated by simply 
opening with thumb forceps, in the line of incision, 
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and evacuating the exudate. No drainage is insert- 
ed and no attempt is made to cleanse the abscess 
cavity. The outer dressing is changed daily, or 
oftener as may be, the exudate gently pressed out 
and every effort is made to avoid opening the wound 
widely, the tension sutures being left in place. In 
three or four days the exudate has usually greatly 
diminished in amount, the wound goes on to rapid 
healing and the delay in convalescence is a matter of 
a few days only. This annoying complication is 
probably due to slight contamination of the abdo- 
minal wound from the contents of the opened gut, a 
contamination easily cared for by the peritoneal sur- 
face itself. 
Patients with duodenal ulcer treated by simple 
gastro-enterostomy usually convalesce as smoothly 
and quickly as interval appendicectomy cases, and in 
the majority of uncomplicated cases the late con- 
valescence and ultimate result is mest satisfactory. 
Our earliest cases date back to 1904, a period of 
seventeen years, and many have remained perma- 
nently cured. We have never believed in adding py- 
leric exclusion to the procedure, and have never prac- 
ticed it, consequently we can speak of results in this 
method only from the opposite viewpoint. The old 
dictum that the gastro-enterostomy stoma contracts 
and closes, in the presence of a patent pylorus, has 
been abundantly refuted by late roentgenological 
studies, and occasional secondary operations. That 
it does occur in a small percentage of cases (perhaps 
15%) we do not dispute. I believe that a technic 
that insures accurate and complete apposition of the 
cut edges of gastric and intestinal mucosa, and avoids 
minute cracks into which the gastric juice can seep, 
makes largely for the avoidance of such contraction, 
as well as for protection against the development of 
marginal or duodenal ulcer. I have always em- 
ployed the continuous whipover stitch of fine chro- 
micized or tanned catgut, taking ample time and great 
pains to obtain accurate apposition (and coincident- 
ally complete hemostasis), which I believe gives 
greater security than the running mattress or the 
Connell stitch. I believe that the effect of the hang- 
ing linen suture in the stoma as a factor in the pro- 
duction of marginal or jejunal ulcer has been exag- 
gerated and that other points in the manner of suture 
figure more largely in the occurrence of this complica- 
tion. I have continued to use fine Pagenstecher linen 
for the outer tier of suture, without having been able 
to note untoward results, and with the feeling, at 
least, of greater security. 
The convalescence of patients with gastric ulcer, 
in which some method of direct attack on the ulcer 
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is added to the gastro-enterostomy, is usually, if the 
ulcer is not very large, and the trauma moderate, not 
different from that of the duodenal ulcer cases. With 
large ulcers and more extensive operative procedures, 
it is sometimes more stormy and attended more fre- 
quently by complications. It is my custom in ulcers 
of the middle two-fourths of the lesser curvature, the 
most common site, to employ local excision, cautery 
puncture or a combination of reaming out the center 
of the ulcer with scalpel and cauterizing the edges. 
Gastro-enterostomy is always added, irrespective of 
‘the presence of a normal pylorus, for in all these 
cases the normal peristalsis of the stomach is inter- 
fered with, first by the rigid ulcer, later by the 
cicatrix. 

These patients as a rule do well, convalesce 
smoothly, and many have remained permanently 
cured over long periods of time. This has also been 
the case with a few cases treated by simple excision 
without gastro-enterostomy, in the earlier part of 
the series, a procedure which I have not employed for 
some years past, for in some of these patients pain 
and gastric disturbance persisted. 

However, I do not wish to dwell on the methods 
of operative procedure, except as they have a direct 
bearing on the course, after-care and complications. 

Pylorectomy or partial gastrectomy was employed 
in 3 cases of duodenal ulcer, for severe recurrent 
hemorrhage, and in 4 cases of gastric ulcer located 
near the pylorus. 

The duodenal cases are perfectly well after 3, 5% 
and 6 years, respectively. One had a delayed con- 
valescence with pain and gastric symptoms for more 
than a year, but final complete restoration of health 
without further operation. Another, greatly deplet- 
ed by hemorrhage and secondary anemia, required 
two transfusions preceding and following operation 
and is now, after 514 years, in excellent health. - 

The gastric cases also made good recoveries. I 
have, however, during this period twice excised 
ulcers which I supposed to be benign, which on ex- 
amination proved to be already invaded by carci- 
noma. 

Certain complications require special modifica- 
tions of the after-treatment. 


Persistent Vomiting. This can often be controlled 
by gastric lavage, withholding of fluids by mouth, 
and prolonged administration of fluids by rectum. 
Acute gastric dilatation in varying degree is common 
after these as well as other abdominal operations; it 
is generally recognized and will usually yield to 


prompt and repeated use of the stomach tube. The 


face down position also aids at times. 

Vicious Circle. When vomiting persists in spite of 
lavage and a vicious circle is evident, secondary 
operation may be indicated. I have had 2 such ex- 
amples in my series. Both recovered after stormy 
courses, one after two secondary operations, result- 
ing ina posterior gastro-enterostomy, an antero-anas- 
tomosis and an anterior gastro-enterostomy. This 
patient has remained fairly well, but not entirely 
free from gastric symptoms. Another after second- 
ary entero-anastomosis made a complete recovery 
and is now well after 5 years. 

Duodenal or Gastric Ulcer in Old People. 

I have operated upon patients over seventy years 
of age for duodenal ulcer 4 times, for gastric ulcer 
once. Of the former group, a woman 74 years of 
age, on whom gastro-enterostomy was performed for 
duodenal ulcer, May 20, 1916, is now well, able to 
eat anything in her eightieth year. 


A man 72 years, desperately ill with acute, per- 
forated duodenal ulcer, operated upon January 27, 
1917, on whom secondary gastro-enterostomy had to 
be performed (under local anesthesia) 21 days after 
the primary operation, for complete occlusion of the 
pylorus, and who later developed abscess of the right 
lobe of the liver and septic dementia, which persisted 
for weeks, is now perfectly well at the age of 76 
years. 

A woman of 72 years, operated upon February 4, 
1921, for cholelithiasis, in whom an extensive duo- 
denal ulcer was also found, gastro-enterostomy and 
cholecystectomy being performed in one stage, is now 
well after one year. 

The most striking case of this group was a womaf 
of 78 years, starving from pyloric obstruction, in 
whom gastro-enterostomy was performed February 
4, 1921, for an ovoid ulcer of the posterior wall of 
the stomach near the pylorus, thought at the time 
to be probably malignant, who is now well and quite 
relieved of her gastric symptoms one year post: 
operative, though of course not yet safe from the 
possibility of malignancy. | 

In conclusion, I wish to emphasize that the most 
important point relating to after-care and complica 
tions is proper selection of the operative procedure 
and proper care and skill in its execution. If this 
aim has been attained few cases will cause anxiety 
from post-operative complications or much trouble 
as to after-care. In no field of surgery are results 
more satisfactory and relief of symptoms more perf 
manent than in benign duodenal and gastric ulcer. 
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POST-OPERATIVE COMPLICATIONS OF 
THE SUBMUCOUS RESECTION AND 
THEIR TREATMENT.* 

A. ScHwartz, M.D., 


Adjunct Laryngologist and Otologist, Gouverneur Hospital, 
New York, N. Y. 


In rhinology, there is no operative procedure 
which has become as popular as the submucous re- 
section; and as a means of affording space for 
breathing, removing obstructions to nasal drainage 
and giving room for access to the nasal accessory 
sinuses and the Eustachian tube when obstruction 
exists, there is no operation in surgery better de- 
signed, and no method less injurious to the nasal 
structures or simple of performance, than the septal 
resection. This is now recognized as the operation 
of choice in the conditions mentioned, besides others 
less definite, such as the so called “reflex neuroses,” 
which may be due to contact between septum and 
turbinate. In cases where the operation is indicated 
and properly performed—where the obstruction is 
actually removed—the results have been gratifying. 


There has been a tendency to perform the opera- 
tion regardless of the true cause of the symptoms, 
for in the adult practically every septum has some 
deviation, and the straight septum is rarely seen. 
Cases are met where the submucous resection has 
been advised, and yet the difficulty in nasal respira- 


tion and the aural symptoms completely relieved by’ 


the removal of hypertrophied posterior tips of the 
inferior turbinates—which were easily seen by pos- 
terior rhinoscopy ; and in others, where, it is true, a 
marked deviation of the septum was present, the 
cause of the obstruction was a large amount of ade- 
noid tissue. It is, therefore, of the utmost import- 
ance that a thorough examination of the naso- 
pharnyx be made and the cause of the symptoms be 
definitely determined before operative work of any 
sort is performed in the nares. For the amount of 
deflection of the septum is not the determining fac- 
tor and he who decides upon a submucous resection 
after merely glancing into the nares may be perform- 
ing a needless operation. 


The period of promiscuous turbinectomies is past; 
and the resection has taken the place of practically 
every other operation devised for the radical cure 
of obstructions in the nares. As with every other 
Operative procedure, this one also has its mortality 
and its complications. It is strange, when the great 
number of patients who undergo this operation is 
considered, that the literature should be so sparse 
in reports of the complications which are continually 


*From the Otolaryngological Department, Beth Israel Hospital. 
Service of Dr. S. J. Kopetzky. 


met with, and some of which must be energetically 
and promptly treated. 


This paper is not intended as a statistical study, 
but rather is a report of the various complications 
which have been met in my own experience, and the 
treatment which has been most beneficial. 


Perforations of the Nasal Septum. This compli- 
cation is far more common than is generally sup- 
posed, and while unpleasant to regard and annoying 
to the surgeon, it is of no serious consequence to the 
patient. If the obstruction to breathing has been re- 
lieved and the proper room for drainage gained, the 
perforation, per se, is of little moment. 

Only rarely are symptoms present. If the open- 
ing is small, there may be a constant whistling noise 
during inspiration and expiration, and especially dis- 
tinct when the breathing is forced. Crusting may oc- 
cur and the sensation of a foreign body in the nares 
causes the patient to seek relief. 

Perforations must not be considered to discredit 
the operation or the surgeon; for at times the patho- 
logic anatomy of the deviated septum renders them 
unavoidable. When the mucosa, due to thé changed 
vascular supply, has become thinned and friable be- 
cause of years of obstructed nasal respiration, and 
sharp ridges and spurs are present, often in contact 
with the turbinates, the risk of causing a perforation 
must be taken, provided the operation is completed 
in such a manner as to afford the promised relief. 
The post-operative discovery of a perforation should 
not be criticised unless the previous condition of the 
septum is known. 

Occasionally a perforation makes its appearance 
many months after the operation and the patient de- 
nies intranasal trauma. It is probable that this is due 
to changed vascular conditions which result in a pro- 
gressive thinning of the mucosa. It is seen especial- 
ly in cases of atrophic rhinitis, where the operation 
was performed for good cause, and the blood supply 
of the already diseased mucosa is interfered with. 

Treatment. When the through-and-through per- 
foration is seen at the time of operation it is occa- 
sionally possible to suture one of the flaps of mucous 
membrane. When this cannot be done, replacement 
of the triangular cartilage may be attempted and at 
times the incised or torn muco-perichondrium heals 
over this surface. 

Too frequently these procedures are impracticable 
and the post-operative perforation remains. When 
the effects of the operative trauma have disappeared 
and the nares have returned to normal, intranasal 
plastic surgery may be attempted. 

Many procedures have been devised to correct 
the defect, but no definite rule can be set for all 
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and no method used to the exclusion of others. In 
all cases the modus operandi is the same—freshen- 
ing of the edges of the perforation, separation of 
the two layers of mucoperichondrium and a forma- 
tion of a flap from one side sufficient to cover the 
opening; and finally, its suture to the edge, or be- 
yond the edge, of the perforation. In small per- 
forations this frequently succeeds, but not as often 
as one would hope for. 

Where it has failed, and the perforation remains 
small, the troublesome symptoms can be completely 
relieved by enlarging the perforation; and this is 
both harmless and logical. 

Where so large a perforation is present that the 
results of plastic surgery are doubtful, it is better 
that no attempt be made to close it, treatment being 
confined to the proper healing of the edges and the 
prevention of the formation of crusts. The loss of 
mucous membrane here is not serious and failure 
of the operation practically always means an increase 
in size of the perforation. If, then, there are 
no symptoms due to it, no operative treatment 
should be advised or performed for perforation. 

Synechiae. Adhesive bands between the septum 
and the lateral nasal walls are not infrequent. Where 
the mucosa of both the septum and adjacent tur- 
binate has been traumatized and has been permit- 
ted to remain in contact, the mucous membrane of 
these parts occasionally becomes continuous during 
the healing stage, and the resultant condition may 
not only defeat the object of the operation but 
usher in a new train of symptoms. Here post- 
operative neglect on the part of the surgeon or pa- 
tient plays an important role; the usual after- 
treatment and care is sufficient to prevent the com- 
plication. 

The symptoms are generally those of obstruction ; 
but here are frequently seen the “reflex neuroses” ; 
headaches, not localized; pains in the nose; symp- 
toms referrable to the eyes, obstruction to drainage ; 
inability to concentrate, etc. 


The treatment is simple. Division of the adher- 
ent mucosa alone will not suffice—the condition de- 
mands removal of all the excess of mucosa and at 
times the removal of that portion of turbinate in 
contact with the septum. The parts must then be 
kept separate until sufficient time has elapsed to 
allow complete healing. 


Frequently the scar of the anterior incision con- 
tracts and raises a sharp ridge of dense fibrous tis- 
sue in the floor of the nose. While of little import- 
ance in itself, it may prove obstructive to the pass- 


age of the Eustachian catheter to the trocar where 
exploration of the antrum is desired. At times the 
amount of narrowing caused by the formation of 
scar tissue in the line of the primary incision is 


remarkable. Rarely, cases have been met where 
the floor of the vestibule of the nares has been 
raised from one-quarter to one-half an inch and nar- 
rowed the lumen of the nares until it was a mere slit. 

Simple incision or excision of the scar tissue is 
usually inadequate—there is a rapid recurrence, 
Here resection of the scar and a flap, preferably 
from the under surface of the inferior turbinate, 
may relieve the condition. 

Hematoma. Collections of blood between the 
flaps of mucous membrane occur not infrequently, 
as a rule within seventy-two hours after the opera- 
tion. Except for nasal obstruction, the patient is 
usually comfortable, although occasionally there may 
be headaches and malaise. 

There develops a bilateral swelling of the septum 
partially or completely obstructing the nares. These 
have been seen both where packing has been used 
and where the nares have been left unpacked; 
where incisions have been made along the floor 
and posteriorly, through the opposite flap of mu- 
cosa, for drainage. 

As a rule the condition yields easily to treatment. 
The hematoma can be reached through the original 
incision and the collection between the flaps thor- 
oughly curetted away. The nares must then be 
snugly tamponned, and if necessary repacked within 
twenty-four hours. 

Occasionally, the hematoma reforms, and_ the 
curettage must be repeated. If this again fails, the 
cavity should be laid wide open by an additional 
incision through the mucosa along the floor of the 
nares, and the entire space that has been filled with 
clot cauterized. 


The after-effects of this complication are occas- 
ionally unpleasant. A permanent thickening of the 
septum may remain; or a thickening which causes 
a partial obstruction and may last many months be- 
fore being completely absorbed. But, as a rule, the 
absorption is rapid, and leaves the result of the 
operative work undamaged. 

The importance of immediately opening the hema- 
toma cannot be overemphasized. Though not in itself 
serious, it occurs in a traumatized area and is sus- 
ceptible to infection. When infection takes place 
the symptoms of septal abscess present themselves. 


Septal Abscess. Of all the post-operative compli- 
cations‘ of submucous resection the most serious is 
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abscess—the collection of pus between the layers of 
mucosa. The infection may follow upon a hema- 
toma, but usually this is not the case. As a rule, it 
appears within seventy-two hours, as a small swell- 
ing, extending equally into both nares. The mucosa 


appears reddened, is tender to the touch, and seems. 


acutely inflamed, and in a short time both nares 
become filled with the angry-looking swelling. Nasal 
respiration is impossible and astringents are without 
effect. 

The patient complains of headache and general 
malaise, the temperature rises abruptly to 103° or 
104°, and prostration may be marked. These symp- 
toms continue with increasing severity until the 
abscess is properly opened, and then within a few 
hours—provided that no further complications are 
developing—the temperature falls to normal and the 
patient makes an uneventful recovery. 

The treatment should be radical and thorough. 
One mucous membrane flap must be incised to the 
entire extent of the abscess cavity, and the entire 
space cauterized. For this purpose, pure carbolic 
acid followed at once by alcohol has been used with 
excellent results. The large incision and cautery 
cause the wound edges to gape and insure drainage. 

If the septal abscess remains untreated, menin- 
gitis may result, the infection spreading to the men- 
inges through the cribiform plate of the ethmoid. 
If the cribroform plate be fractured during the oper- 
ation, fortunately a rare occurrence, infection may 
more easily travel upward. About ten cases of post- 
operative meningitis have been recorded, and this 
complication is prebably not as rare as one would 
like to believe. — 

Secondary Hemorrhage. Bleeding from the nares 
after the operation is rarely severe. Where packing 
is employed, there is usually moderate bleeding on 
its removal. 


If a hematoma has formed between the flaps of 
mucous membrane, hemorrhage may be very severe 
and may continue for hours until the clot has been 
completely removed. Packing is of little avail and 
the free incision of the entire flap of mucosa and 
complete removal of the clot are indicated. 


Occasionally—as many as ten days after operation 
—a severe hemorrhage from the nares may occur 
and no bleeding point seen. The blood is, as a rule, 
arterial and the flow profuse. 


Packing both anterior and posterior nares will, as 
a rule, control any hemorrhage; or the use in both 
nares of a modified Voorhees bag, filled with water, 
may control it. 


So severe may the bleeding be that transfusion 
and stimulation must be resorted to. There have 
been, as far as I have been able to discover from the 
literature, no fatalities reported from the complica- 
tion. 

Post-Operative Deformity. The most frequent 
type of post-operative deformity is that which re- 
sults from the removal of too great a part of the 
cartilaginous septum, or which follows a septal ab- 
scess where the cartilage is completely destroyed bv 
the infection. The picture is disheartening. In 
many of these cases the nose lies flat against the face 
and the flabby mass offers no resistance whatever. 
Others, even where lues has been definitely exclud- 
ed, present a typical saddle-nose. 

The only treatment lies in plastic surgery—trans- 
plantation of turbinates, costal cartilage or rib. The 
most satisfactory transplant is undoubtedly carti- 
lage, as it is less readily absorbed and, when this 
does occur, is rapidly replaced by firm connective 
tissue. 

Sinusitis. An acute sinusitis following the sub- 
mucous resection is undoubtedly rare and I have 
been unable to find a single report of a case that 
was conclusive—where the sinuses were found to 
be normal by the means of diagnosis at our disposal 
and infected during the operative period. 


The lighting up of a latent sinus disease is, how- 
ever, not infrequent and is often unrecognized if 
constitutional symptoms are absent. When the re- 
section is performed to give room for drainage 
when sinusitis is present, there may be a severe re- 
action due to an explosion of the quiesent process. 
Most often, however, the condition of the sinus is 
not determined prior to operation, for when there is 
no nasal discharge and the nasal mucosa appears 
normal, the question of such involvement is hardly 
considered. 


The infection may occur in any or all of the sin- 
uses, and although as a rule of no serious conse- 
quence, it is at times so severe that appropriate 
surgery for the drainage of the diseased cavity is 
called for. These recrudescences are usually accom- 
panied by a profuse purulent nasal discharge, head- 
ache, with little or no fever, and the patient com- 
plains of having “caught cold.” 


Local palliative treatment, astringents and spray, 
is all that is required in the majority of cases; and 
no surgery on the sinuses need be attempted until 
the septum has healed. Of course, if the infection 
becomes threatening and urgent symptoms present 
themselves, further surgical measures must be re- 
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sorted to and the accessory sinus or sinuses properly 
drained. 

Acute Follicular Tonsillitis. Acute follicular ton- 
sillitis is so frequent a complication that an oral 
examination should be made at the first sign of 
elevation of temperature. This is the usual cause 
of fever after the resection and may occur as long 
as nasal respiration is impeded. 

The patient should be kept in bed and appropriate 
therapy instituted, for tonsillitis is not to be lightly 
regarded and the complications which may occur are 
too well known to warrant discussion of them here. 


Acute Otitis Media. Acute otitis media, either 
catarrhal or suppurative, may occur as long as post- 
operative obstruction exists. There is always a re- 
action in the nares, redness and edema of the nasal 
mucosa, and the traumatized tissues furnish a fruit- 
ful soil for the growth of bacteria which are always 
present. If the patient attempts to forcibly rid the 
nose of its contents, the secretions may be forced 
through the Eustachian tube into the middle ear and 
purulent otitis media results. Otitic pain, fever and 
the objective signs of pus in the middle ear—red- 
ness and bulging of the drum—reveal the complica- 
tion; paracentesis and the proper after-treatment are, 
of course, indicated. 

Acute catarrhal otitis media is due to mechanical 
causes—obstruction of the orifice of the Eustachian 
tube. In this condition the patient complains of 
pain in the ear and the drum is inflamed. But there 
is no elevation of temperature, and the membrana 
tympani is retracted. Because of the condition of 
the nares, great care must be exercised if inflation 
—the usual appropriate treatment of acute catarrhal 
otitis media—is undertaken. When possible this 
should be avoided, and astringents should be applied 
to the mucosa about the Eustachian orifice to relieve 
the congestion and edema in that region. 


Comment. The post-operative care of the sub- 
mucous resection is as important as the operation 
itself; and neglect of frequently repeated examina- 
tions, extending over a period of weeks, may result 
disastrously. 

During the first few days, the more serious com- 
plications are encountered—hematoma, abscess, and 
hemorrhage. Later, synechiae may form and the 
beneficial results that might have been expected from 
the operation do not present themselves because of 
the new adhesions. The prompt recognition and 
treatment of the complications as they arise practi- 
cally always insure a speedy recovery to normal. 

51 WEST 73RD STREET. 


THE DIAGNOSTIC AND THERAPEUTIC 
VALUE OF LYON’S METHOD OF 
NON-SURGICAL DUODENO- 
BILIARY DRAINAGE.* 

Martin J. Synnott, A.M., M.D., 

N. J. 


Infections play an important role as an underlying 
cause of most chronic ailments. During the course 
of acute diseases such as pneumonia, scarlet fever 
or diphtheria, bacteria or their toxic products are 
distributed through the body by the blood stream 
or lymphatics, and permanent harm may be done to 
one or more of the vital organs. Infected teeth, 
tonsils or sinuses likewise may cause organic disease 
by toxic absorption or entry of living organisms 
into the circulation. 

Thus it will be seen that heart affections, nephritis, 
diabetes and other metabolic disturbances, such as 
cirrhosis of the liver and thyrotoxicosis are rarely 
primary diseases but are more often the sequelae 
of some acute infectious process; and that arthritis, 
neuritis, myalgia, gastritis, achylia gastrica fre- 
quently result from septic foci in the oral cavity or 
elsewhere. fPyelitis and cystitis may be hemato- 
genous infections from the teeth, the end-results 
of these conditions being renal calculus and stone 
in the bladder. 

There are in the United States today, according 
to Joslin, at least half a million diabetics. The 
number of victims of cardiovascular-renal disorders 
added to these must total several millions. It is 
most important therefore that every physician should 
be familiar with the fundamental principles under- 
lying the etiology, diagnosis and treatment of these 
conditions. 

A systematic attempt must be made to locate all 
focal lesions, whether in the teeth, sinuses, tonsils, 
stomach, gall-bladder, appendix or colon, and to 
eliminate them, if the patient is to be cured. This 
can be done only by a thorough and painstaking 
physical examination, with a Roentgen study in 
many cases, and necessary laboratory tests, includ. 
ing the Wassermann reaction, and occasionally blood 
chemistry. 

It is only after such a survey, and a thoughtful 
consideration and correlation of the facts thus elicit- 
ed, that a proper appreciation of all minor and major 
foci of infection may be reached. Much harm has 
been done in the past, and the confidence of the 
public in the medical profession has been unneces- 
sarily shaken, by superficial and ill-advised prac- 


*Read at a meeting of The Orange Practitioners’ Society, Orange, 
N. J., April 28, 1922. “ 
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titioners who have recommended radical operative 
procedures on insufficient data. 

This applies particularly to the ruthless extrac- 
tion of teeth. There are, unfortunately, many doc- 
tors who regard tooth removal as a panacea for all 
troubles. Brilliant results have undoubtedly been 
obtained from the extraction of diseased teeth, but 
this fact should not lead us into the reckless habit 
of advising this procedure first and then, if the 
patient fails to improve, studying him further. It 
is not an uncommon experience to have patients 
come to us with edentulous mouths, not one bit re- 
lieved of their sufferings, despite the costly sacrifice 
of their teeth. The headaches may have been due 
to a nephritis, an advanced arteriosclerosis, or an in- 
testinal toxemia; the shoulder and arm pains have 
been caused by a degenerative aortitis; the arthritis 
may have been tuberculous, gonorrheal or gouty; or 
the clinical symptoms may come fro minfected ton- 
sils, gall-bladder, appendix, a chronic bronchitis, sin- 
usitis, a diseased prostate, seminal vescicles, cervix, 
tubal or urinary infection. Again, the obese individ- 
ual, who comes to us for relief from a neuralgia or a 
neuritis, and who complains of poor vitality and re- 
duced working power, and upon examination is found 
to have a lowered blood pressure and a high blood 
sugar, may, as pointed out by Allen, be a case of po- 
tential diabetes, although the urine may show noth- 
ing abnormal. Early recognition of this condition 
by plasma chemistry is of the utmost importance. 


The foregoing remarks are not to be construed 
as in any way intended to belittle the importance of 
necessary oral surgery and hygiene, but are made to 
emphasize the need of a thorough initial physical ex- 
amination of every patient who comes to us for advice 
and treatment. The medical man who treats a 
neuritis with drugs without searching for the under- 
lying cause, and at least making an attempt to remedy 
it, is bound to suffer disappointment himself, to 
incur the ill-will of a disgruntled patient and to 
bring his art into disrepute. 


The investigations of Lyon’ have demonstrated 
that the gall-bladder and bile ducts have until re- 
cently been frequently overlooked in our search for 
infections, particularly in the absence of clinical 
symptoms especially referable to this portion of the 
anatomy. Many chronically infected gall-bladders 
give no local symptoms. The symptoms are rather 
those of a chronic intoxication. Headaches, mi- 
graine, dizziness, light-headedness, skin rashes, 
dermatographia, lack of strength, diminished work- 
ing power, are common complaints. Digestive dis- 


turbances varying from sharp attacks of nausea and 
vomiting, sometimes with epigastric pain, to simnle 
eructations of gas may be present. 

There is often a history of joint pains, cardiac 
palpitation or arrhythmia. Constipation is the rule. 
Mental depression, loss of memory, all kinds of 
sensory disturbances, drowsiness, functional neu- 
roses, and even insanity are the results of prolonged 
toxicity. The patients are usually underweight, 
sometimes emaciated, although gall-bladder infec- 
tions are not uncommon in middle-aged obese in- 
dividuals who live well and do not exercise, par- 
ticularly in women of the “fat, fair and forty” type. 
“Meal skippers” are particularly prone to gall-blad- 
der stasis and infection. Many busy physicians 
are in this latter class. 

The urine may contain albumin and casts, indican 
is often present in excess, and the total acidity is 
high. 

The usual sequence of a chronic toxemia as af- 
fecting the gastro-intestinal tract is as follows: a 
bacterial infection starting usually as an oral sepsis 
in teeth or gums, sinuses, or tonsils; secondary foci 
follow in the stomach in the form of an infectious 
gastritis, a proliferative gastritis, chronic atrophic 
gastritis, or infectious achylia gastrica; next an in- 
fectious duodenitis ; a biliary infection with chronic 
biliary stasis and chronic masked cholecystitis of 
low infective virulence; finally a chronic mucous 
colitis and spastic constipation; with a chronic 
nephritis, a chronic endocarditis or a low grade arth- 
ritis as the end-results.? 

To establish early diagnosis and treatment of bil- 


‘jary stasis is most important because stasis with its 


concentrated bile, and precipitation of its crystalline 
chemical ingredients, plus catarrh, plus infection, 
means gall stones. The technic of Lyon enables us to 
do this with absolute positiveness and it is the only 
way in which a diagnosis can be made in every case.* 
A careful physical examination may demonstrate 
some slight tenderness; rigidity or dullness in the 
upper right abdominal quadrant, but many badly in- 
fected gall-bladders present no local symptoms. 
Patients with biliary stasis or infection are apt 
to give a history of years of subnormal health and 
numerous operations. They have made the rounds 
of many physicians’ offices and clinics. Often the 
teeth have been pulled, the tonsils enucleated, the 
appendix removed, or the abdomen opened for re- 


lief from “adhesions.” They have been treated for 


gastric or duodenal ulcer; but always without perm- 
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anent or appreciable relief, and are depressed and 
discouraged when first seen. 

A Roentgen examination should always be made 
of our biliary cases, as it gives us much valuable 
information as to adhesions, presence of gall stones, 
thickened gall-bladder walls, fibrosis and atrophy 
of the gall-bladder, but a negative x-ray report does 
not by any means rule out the diagnosis of biliary 
infection. 

By the aid of Lyon’s technic it is now possible to 
obtain bile for laboratory study. His method of 
non-surgical duodeno-biliary drainage is based on 
the observation of S. J. Meltzer in 1917* that a solu- 
tion of magnesium sulphate, when instilled into the 
intestine of dogs, is capable of producing a-relaxa- 
tion of the Oddi sphincter, with a flow of bile from 
the common bile duct. 


Showing three 


Patient undergoing biliary drainage. 
vacuum bottles and culture flask, 


Figure 1. 


Whether this phenomenon is the result of a “con- 
trary nervous innervation,” as Meltzer thought, or 
of osmosis, or is due to a syphonage of bile stored 
in the gall-bladder, or to the milking action® set up 
by the duodenal peristalsis, is still a matter of dis- 
cussion and controversy. 

The technic we have employed is that used by 
Lyon. The duodenal tube is swallowed to the 55 
cm. mark, the fasting gastric contents obtained and 
the stomach thoroughly washed. The patient then 
lies down no the right side and the tube is swallowed 
slowly, taking twenty minutes to do so, to the 75 
cm. mark, when the metal tip is as a rule found to 
be in the duodenum. The magnesium sulphate solu- 
tion is then introduced, and the bile specimens ob- 
tained by aspiration in vacuum bottles, and cultures 
taken. 

Three types of bile are sought in each case, cor- 
responding in color and viscosity to the common 


duct bile, the gall-bladder bile and the liver bile, 
described so fully by Lyon in his various publica- 


tions. The specimens, thus obtained, are studied 
macroscopically, microscopically, chemically and 
bacteriologically. In each bile specimen, the fol- 


lowing factors are noted and recorded: amount, 
character, transparency, viscosity, reaction, color, 
cytology, gross pus, gross blood, epithelium, crystals, 
mucus and muco-pus. 

In studying the bacterial flora of the duodeno- 


WIRSUNG. 


Figure 2. Diagramatic sketch, showing duodenal tube and metal 
tip in duodenum, 
biliary tract all possible precautions are taken against 
contamination and error. The findings are con- 
firmed in at least one and usually two subsequent 
drainages before being accepted as final. The pa- 
tient rinses the mouth, brushes the teeth and gargles 
the throat with a germicidal solution before swallow- 
ing the ducdenal tube, which has been sterilized by 
boiling. The stomach and duodenum are disin- 
fected by repeated washings, and the greatest pos- 
sible care is exercised in obtaining finally the spect- 
mens for our cultures. 

While the metal tip is still in the stomach, besides 
removing the fasting contents for subsequent ex- 
amination, a test water meal may be given, and 
later withdrawn for laboratory study, after which 
the metal tip is allowed to pass on into the duo 
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denum. Lavage of stomach or duodenum or both 
may be given, using whatever medicated or germi- 
cidal solutions the physician considers necessary ;r. 
the way of direct treatment or disinfection. 


The last step of the procedure is the “transduo- 
denal lavage” of Lyon, consisting of 250 cc. of 
Ringer’s solution reinforced with two per cent. 
sodium sulphate, slowly instilled by “Murphy drip” 
into the duodenum, after which the tube and tip 
are removed. This solution produces a thorough 
but painless emptying of the entire intestinal tract, 
after a short interval. The whole procedure keeps 
the patient in one’s office from three to four hours, 
and requires ample treatment space and trained 
assistants. 


Figure 3. Roentgenograms showing progress of duodenal tube. 
(Case 1). The pylorus is angulated by adhesions. 


The intervals at which the metapyloric biliary 
tract aspirations are repeated depends on the sever- 
ity of the infection in the individual case. I seldom 
repeat the treatments oftener than once a week, 
and as the patient’s condition improves, the intervals 
are lengthened to two or three weeks and finally 
toa month. Occasionally daily drainages are neces- 
sary at the start of treatment, and very rarely con- 
tinuous drainage for two to three days is considered 
advisable. 


Vaccines are prepared from the cultured bile and 
inoculations, given with the idea of immunizing 
against the infecting microorganism. Further 
treatment is outlined in the way of proper hygiene, 
abdominal exercises, and the sinusoidal combined 
galvano-faradic current. A properly constructed 


belt or corset to hold up ptosed abdominal viscera 
is Ordered; and a diet, indicated as suitable in the 
light of the test-meal analysis and the blood chemis- 
try findings, is advised. _ 

It is hardly necessary to add that the work of 
Lyon has not been universally accepted. Like all 
pioneers he has his critics and there are certain 
agnostics who are still unconvinced of the diag- 
nostic and therapeutic value of his procedure. Those 
who contest the claims advanced by Lyon have for 
the most part been amateurs.in this work, who have 
attempted to prove, by a few incomplete experi- 
ments, that the researches carried on for years by 
Lyon and others are valueless. In contrast to these, 


Figure 4. Duodenal tube and metal tip in duodenum. Normal 


pyloric curve. 

Smithies* and many others who have had a large 
experience with it, have defended the Lyon method. 
I have conducted considerably more than 1,000 
drainages, and from a large mass of clinical exper- 
ience, have selected the following two case reports 
as typically illustrative of the value of the Lyon 
procedure. 

CaseI. Miss N. P., aged 35 years, school teacher. 
History of “bilious attacks” over a period of seven 
years. These attacks would last three or four days, 
accompanied by headache, nausea and vomiting, and 
a very itchy rash, resembling poison ivy, on face, 


hands and feet. Stomach washing and food ab- 
stinence sometimes gave relief. Patient has had 
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several operations, including appendicectomy, a 
laparatomy for relief of “adhesions,” and recently 
one for removal of impacted wisdem teeth. She 
has been treated for duodenal ulcer and was fed 
through a tube at one time for a long period. For 
past year before consulting us, the attacks have been 
more frequent, and she has been treated for food 
poisoning. Skin tests showed reactions to many 
food proteins, and when first seen by me she was 
on a milk diet. She was thin, sallow, highly nervous 
and very discouraged. Biliary drainage brought 
away nearly four ounces of black “B” or gall-blad- 
der bile, thick, almost tarry, containing muco-puru- 
lent flakes, pus cells and bacteria. This was twelve 
months ago. She had one slight attack two weeks 
after the first treatment, but has had none since. 
She has had twenty drainages in all, at first once a 
week, and later at intervals of three or four weeks, 
the last one in November, 1921, when her bile was 
normal. She has gained eleven pounds in weight, 
looks and feels well. 


Figure 5. Roentgenogram showing pathologic gall-bladder. 


Case II. M. B. H., aged 16 years. History of 
feeding troubles in infancy. At 8 years began to 
have choreiform movements, first in hands, later in 
shoulders and head. Previous illnesses—pneumonia, 
whooping cough, measles and chickenpox, all prior 
to onset of present trouble. Tonsillectomy 5 years 
ago. Has been treated by many well-known special- 
ists and had a thorough physical survey made at the 
Neurological Institute in New York City. For 
the six months prior to her first visit to me, her 
condition was markedly deteriorated. When first 
seen, the involuntary movements, tic-like in charac- 
ter, in both arms and in the muscles of the nect. 
and shoulders, were so severe and constant that she 
ate with difficulty. The face, chest and back were 
covered with a disfiguring acne. Her condition was 
so embarrassing that she could not attend school or 
associate with other children. She was bright men- 


tally, and her tutor stated she was beyond the grade 
for her age. 

The Roentgen examination made in my office 
showed a distinct and definite gall-bladder shadow. 
No evidence of malignancy or of ulcer of stomach 
or duodenum. The stomach showed hypermotility. 
There was a general visceroptosis. The sigmoid 
was long, looped and tortuous. 

She was drained first on November 15, 1921. 
There was a definite duodenitis. The biliary tract 
was severely infected. The gall-bladder bile was 
of molasses-like consistency and color, contained a 
large amount of frank pus, many bile-stained col- 
umnar epithelial cells, much mucus and muco-pus. 
The drainage has been repeated at weekly intervals 
ever since. Cultures showed regularly a strepto- 
coccus viridans growth, and she has had inoculations 
of an autogenous vaccine prepared from this or- 
ganism. A suitable supporting corset was prescrib- 
ed for the relief of her ptotic abdominal state. 

Her present condition shows a marked change. 
The acne has disappeared. There are occasional tic- 
like movements, but these are apparent only under 
excitement. Her spirits are good, the depression 
has disappeared, she eats and sleeps well. The duo- 
denitis is cured. The bile no longer contains pus, 
and is negative on culture. 

The close anatomical association of the pancreas 


with the biliary apparatus‘, has suggested an inves- 
tigation by the Lyon method to determine how im- 
portant a part gall-bladder infection plays in the 
etiology of diabetes. An appreciable percentage 
of the cases studied were shown to have infected 
bile ducts or gall-bladders. Repeated therapeutic 
drainages may prove a valuable system of treatment 
in this class of diabetic patients. 

ConcLusions.—The search for major and minor 
foci of infection in our chronic cases is not com- 
plete without an investigation of the biliary system. 

The Lyon method of non-surgical duodeno-bil- 
lary drainage enables the physician to make h’s 
gastro-intestinal survey in a methodical, scientitic 
manner, and to diagnose with almost absolute ac- 
curacy a duodenitis, a choledochitis or a cholecy- 
stitis. 

Where a pathological condition is found to be 
present in duodenum, bile ducts or gall-bladder, 
therapeutic drainage, combined with vaccine inocula- 
tions according to the Lyon technic, offers a rational 
plan of treatment, the undoubted value of which 
is proven by a constantly increasing mass of clinic: 
evidence.® 


4 THE CRESCENT. 
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TYPES OF GOITER AND THEIR 
TREATMENT. 
Joun M. Witson, M.D., 


MosiLe, ALABAMA. 


Of all the endocrine glands, the thyroid is preb- 
ably of greatest concern to the medical profession. 

The thyroid gland has its origin in fetal life in a 
single “anlage” located between the three portions 
of the tongue above the hyoid bone, later called the 
foramen cecum. It usually descends to its final bed 
about the seventh week of fetal life. Sometimes in 
its descent the middle portion of the gland becomes 
caught on the hyoid bone, causing stringing out of 
that portion of the gland and forming a middle, or 
pyramidal lobe. The type of gland with a pyramidal 
lobe represents about forty per cent. 

In treating diseases of the thyroid gland, especial- 
ly from the surgical standpoint, it is highly impor- 
tant to be familiar with the exact topographic anat- 
omy of the thyroid region. 

The blood circulation of the thyroid gland is 
greater than any other gland. Ordinarily, the blood 
of the body circulates through once in an hour. Con- 
ditions that increase this circulation are the most fre- 
quent anomalies that we encounter. 

In considering the diseases of the thyroid gland, 
the development of goiter in some form is probably 
the anomaly that concerns us most. That the thy- 
roid is certainly very essential in the development, 
and later the well-being of our organism, is shown 
by the poor development both mentally and physi- 
cally in children where the thyroid is congenitally 
inactive or absent. Also, is this very marked in 
adults when the gland becoming hypoactive, brings 
about the condition known as myxedema. The symp- 
toms and results of cretinism and myxedema are too 
well known to be entered into here. 


Regarding the causation of goiter, many theories 
have been advanced. Heredity is claimed to play 
its part. Baumann in 1895 investigated the relation- 
ship of iodin to the secretion of the thyroid gland. 
But before this time it was known that iodin had a 
beneficial effect on some forms of goiter. It is pos- 
sible that the action of bacteria, or the toxins pro- 
duced by bacteria in some parts of the body, may 
give rise to changes in the thyroid gland. The agent 
that excites changes in the gland has been thought 
to have its origin in certain waters. McCarrison, 
Marine, Gaylord and others have made investiga- 
tions regarding this theory. It appears that hyper- 
plasia of the gland interferes with its ability to use 
iodin. 

Goiter may occur anywhere in the United States, 
but seems to be more prevalent in the Northwestern 
States and in those drained by the Great Lakes. 

The treatment of the different diseases of the thy- 
roid gland varies, of course, decidedly according to 
the condition present. In the treatment of hypo- 
function the aim is to compensate for the deficiency 
or absence of normal thyroid secretion. This is ac- 
complished by thyroid feeding or, in some cases, by 
the transplanting of thyroid tissue. 

The treatment of goiter is governed by the type 
with which one has to deal. Here it may be stated 
that a very satisfactory classification of the different 
types of goiter has been made by Plummer, who 
states that there are only three definite types—the 
colloid, adenomatous and exophthalmic. In the 
colloid type the acini of the thyroid are filled with | 
colloid material and the gland is symmetrically en- 
larged. This type of goiter usually occurs in young 
adults, especially women. Patients presenting this 
type of goiter sometimes suffer with nervousness, 
tachycardia, and sweats. The metabolic rate, how- 
ever, will usually be found to be normal. This form 
of goiter is purely non-surgical and will usually re- 
spond nicely to the administration of thyroxin or 
iodin. JIodin, while beneficial in the treatment of 
adolescent or colloid goiter, should be used with care 
in the treatment of colloid or simple goiters of long 
standing, especially in patients past middle life, as it 
is liable to cause degeneration in the gland and in 
some cases might produce thyrotoxic goiter. 

The adenomatous goiter is probably the most com- 
mon type. The enlargement of the gland is caused 
by the presence of encapsulated adenomata which 
very likely have their origin in fetal rests. They 
may be single or multiple. This type of goiter is 
recognized by its uneven or nodular appearance. The 
metabolic rate is sometimes lower than normal if the 
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growth has in any way caused a slight -hypofunction 
of the gland. If the adenoma increases in size as 
time goes on, hemorrhages usually take place to a 
greater or lesser degree within the capsule of the 
tumor. These hemorrhages may undergo certain 
changes, resulting in the so-called cystic, hemorr- 
hagic, or calcareous goiter. These goiters should 
be classed as surgical, but a good deal of judgment 
should be exercised as to the time when operation 
should be recommended. While no doubt this form 
of goiter occurs at an early age, operation ordinarily 
is not to be recommended in a young person unless 
the growth on account of its location is causing pres- 
sure or unless on account of its size it becomes a 
nuisance. 

It has been shown that about twenty to twenty- 
five per cent. of individuals with this type of goiter 
will develop hyperthyroidism after the growth has 
existed about fourteen to sixteen years. They 
suffer very much the same as cases of true exoph- 
thalmic goiter, except that they rarely have the 
exophthalmos. The cardiovascular. system seems to 
suffer worse in this form of goiter, while the ner- 
vous system seems to suffer worse in the exophthal- 
mic form. While operation is not to be advised 
in young persons with this type of gciter because the 
growths are usually small and at that age all the thy- 
roid tissue is usually very much needed, yet opera- 
tion should be advised at any age when any signs 
of thyroid poisoning develop. In adenomatous goi- 
ters associated with hyperthyroidism the metabolic 
rate will be found to be increased, but not as much 
so as in exophthalmic goiter. 

Exophthalmic goiter may be seen at any age, but it 
is usually found between the twentieth and fortieth 
year. In no other form of diseases which is capable 
of producing such disastrous results can there be 
better results obtained than in the treatment of this 
form of goiter, if the patients can be treated early and 
if the proper judgment is used as to the form and 
method of carrying out of such treatment. The 
metabolic test is a great guide as to the severity of a 
given case and, also, as to the results obtained in 
treatment. The metabolic rate is always increased 
in this form of goiter. While in colloid and adeno- 
matous goiter the iodin content of the gland may 
vary, in this form of goiter it is usually found low. 
The gland is usually found to be more or less sym- 
metrical and rather firm and even hard in consis- 
tency, in contradistinction to the colloid goiter which 
is usually soft. There is usually hyperplasia of the 
gland, but in mild cases there may be no glandular 


enlargement whatever. In other werds, the size of 
the gland is no index whatever to the severity of the 
case. 

It is well to try medical treatment in the majority 
of cases for a reasonable length of time. This con- 
sists, of course, of rest in bed, proper diet, digitalis 
and the use of ice over the heart. While medical 


treatment may be found to relieve a small percentage 


of cases, we can never tell when, by waiting, certain 
permanent destructive changes may take place in 
vital organs. Therefore, I believe that the great ma- 
jority of these cases should be treated surgically and 
that they are entitled to early operation. As prev- 
iously stated, it is highly important that the proper 
preparation be given these patients prior to opera- 
tion and that the kind of operation is selected that 
is suitable for the individual case. It is very often 
necessary and advisable to do a preliminary ligation, 
or to do a partial operation to be completed at a later 
date. It is best to operate not during a crisis, but 
after the crisis is over and the acuteness of the symp- 
toms has subsided. All of these cases should be treat- 
ed with rest and digtalis and ice caps over the pre- 
cordial region prior to operation no matter what 
operation is to be done. 


The question of anesthesia is an important one. 
We have found nitrous oxid-oxygen, combined with 
one-half per cent. novocain locally, to be the most 
satisfactory form of anesthesia. 

In all cases the reversed Trendelenburg position 
is to be used. 


Carcinoma and sarcoma of the thyroid are treated 
by total extirpation when the growth is confined 
within the thyroid capsule. Inoperable cases with 
metastasis should be treated with both +-rays and 
radium, and in cases of inoperable sarcoma Coley’s 
toxin is no doubt of value. 

The following reports represent a few of the in- 
teresting cases operated upon recently: 


Case I. Mrs. D., age 56. Diagnosis: adenomat- 
ous goiter with hyperthyroidism. Operation at Mo- 
bile Infirmary, February 24, 1921. Adenomatous 
goiter of long standing and causing a great deal of 
pressure on trachea and nerves. Hyperthyroidism 
very marked. Distressing cough, due to pressure on 
the nerves. Temperature 98°, respirations 24, pulse 
152. Blood pressure 145. General condition fait. 
Under combined novocain and nitrous oxid-oxyget 
anesthesia partial thyroidectomy was performed. Pa- 
tient made a good recovery and was relieved almost 
immediately of the distressing cough. The symp- 
toms of hyperthyroidism are gradually disappearing. 


Case II. Mrs. J., age 42. Temperature 99.2°, 
respirations 24, pulse 94. Blood pressure 135-110. 
Large nodular enlargement of thyroid. Partial thy- 
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roidectomy at Providence Infirmary, June 23, 1920. 
Recovery was rapid and patient is now in good 
health. 

CasE III. Mrs. W., age 36. Temperature 98°, 
respirations 28, pulse 88. Blood pressure 138. Diag- 
nosis: adenomatous goiter with hyperthyroidism. 
Intense nausea as result of pressure of the gland 
was the most pronounced symptom in this case. On 
April 23, 1921, partial thyroidectomy under gas-oxy- 
gen anesthesia at the Mobile Infirmary. ‘This pa- 
tient is completely relieved of all symptoms. 

Case IV. Mrs. S. Toxic goiter complicated 
with gall-bladder disease. Partial thyroidectomy and 
cholecystectomy at Providence Infirmary, March 19, 
1920. Convalescence was slow in this case, but pa- 
tient has been improved. 

Case V. Mrs. F., age 43. Diagnosis : adenomat- 
ous goiter with pressure. Under nitrous oxid-oxy- 
gen plus 4 per cent. novocain locally, the adenoma 
was removed February 28, 1921, at the Providence 
Infirmary. Patient made a good recovery with im- 
provement of symptoms. 

Case VI. Mrs. T., age 27. Diagnosis: adenomat- 
ous goiter with hyperthyroidism, Nervous symp- 
toms very marked. Partial thyroidectomy under 
nitrous oxide anesthesia at Mobile Infirmary, April 
13, 1921. Convalescence slow, but there has been a 
great improvement in circulation. 

Case VII. Negro woman, aged 57. Diagnosis: 
large cystic goiter. Cyst removed July 17, 1920, at 
City Hospital. Recovery uneventful. 

Case VIII. Miss J., age 20. Diagnosis: adeno- 
matous goiter with hyperthyroidism. Under ether 
anesthesia partial thyroidectomy was performed at 
Providence Infirmary, November 1, 1920. Im- 
provement has been very marked in this case since 
operation. 

CasE IX. Negress, age 19. Diagnosis: exoph- 
thalmic goiter with pulse 128. Operation at City 
Hospital, May 19, 1920. Greater portion of right 
and left lobes and part of isthmus removed. This 
patient has been greatly improved. 

Case X. Mrs. M., age 30. A case of very mark- 
ed exophthaimic goiter. Pulse 132, blood pressure 
148. Patient had been suffering with the goiter for 
some time. Under gas and novocain anesthesia 
operation at the Providence Infirmary, August 21, 
1921. About two-thirds of each lobe removed. This 
patient was given considerable preparatory treat- 
ment. Her recovery was very striking. Her pulse 
is now about normal and her nervousness has almost 
disappeared. 


CoLLorp GOITER. 

There is a syndrome often mistaken for hyperthy- 
roidism. These patients present nervous manifesta- 
tions, with tremor, tachycardia, although of a differ- 
ent kind encountered in hyperthyroidism. The 
thyroid gland is generally enlarged, due to increased 
colloid content. The basal metabolic rate, however, 
is always normal. The importance of considering 
the latter group is that they respond to medical treat- 
ment and surgery is contraindicated—Cuas. F. 
Nassau in The Therapeutic Gazette. 


RESECTION VERSUS PARTIAL ENUCLEA- 


TION OF THE THYROID GLAND.* 
M. E. Braun, M.D., F.A.C.S., 


Associate Director of Surgery, Mt. Sinai Hospital, 
CLEVELAND, OHIO. 


A careful observer retrospecting the history of 
thyroid surgery, and then following its gradual evo- 
lution up to the present time, cannot fail to see two 
distinct trends that this type of surgery assumes. 


Four decades ago the dangers of thyroid opera- 
tions were so great that they were resorted to only 
as an ultimum refuginum. Only those patients sur- 
vived who fortunately had an accessory thyroid be- 
yond the reach of the surgeon’s knife. The astute 
surgeons of those pioneer days, far from being dis- 
couraged by these alarming results, immediately set 
about to find a remedy. Such a remedy was soon 
forthcoming, and with it are connected some of the 
greatest names in surgical history. Through the ef- 
forts of Porta, Billroth, Virchow, Kocher and others, 
it was soon established that a condition which they 
termed cachexia strumapriva was responsible for 
this terrible mortality rate. By animal experimenta- 
tion they learned that a certain amount of thyroid 
tissue is necessary to maintain life, and that if the 
entire gland is removed, this afore-mentioned condi- 
tion ensued and inevitably caused death. With these 
facts in mind, the operation of total thyroidectomy 
was modified to one of partial thyroidectomy, with 
a gratifying improvement in the results. There were, 
however, dangers of which they were not aware still 
lurking in the background. 


Up to this time no one understood the significance 
of the parathyroid glandulae, with the consequence 
that no attention was given them in the performance 
of thyroidectomy. It is quite true that Virchow in 
1863 described the parathyroids, but little did he un- 
derstand their function or importance, simply re- 
garding them as lymph nodes or detached portions of 
thyroid tissue. Many other observers subsequently 
also described them, but not until 1897 was their true 
significance understood. Gley, in a series of articles 
published in the Comptes Rendu de la Société de 
Biologie, established for the first time by animal ex- 
perimentation, that tetany resulting from thyroid 
operations was entirely due to removal of the para- 
thyroids and in no way connected with the thyroid 
as had previously been supposed. The road was now 
open; operations protecting these tiny important 
structures must be devised, and as the operation of 


*Read before the Mt. Sinai Hospital Clinical Society. 
Surgical Service, Mt. Sinai Hospital, Cleveland. 
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complete thyroidectomy was modified to one of par- 
tial thyroidectomy, so also was the partial thyroidec- 
tomy modified to meet the new requirements. In 
like manner the cause of voice paralysis following 
the removal of the thyroid gland was sought for and 
remedied. F 

The entire trend of thyroid surgery at this time 
was toward safety accomplished by careful, pro- 
longed and tedious anatomical dissections. It was 
deemed necessary to carefully isolate each parathy- 
roid glandule, to expose the recurrent laryngeal 
throughout its entire course of contact with the thy- 
roid gland and to dissect, isolate and ligate each thy- 
roid vessel separately. Operations carried out along 
these lines naturally were very long and time-consum- 
ing, often extending over three to four hour periods. 
The resulting shock was very severe and large num- 
bers of these patients succumbed, a sacrifice on the 
altar of over-conservatism and too much thorough- 
ness. These unsatisfactory results soon led to con- 
certed endeavors to improve the technic and evolve 
a more simple operation. 

This brings us to the second phase of thyroid sur- 
gery with all efforts directed toward the improvement 
of technic and a lower mortality rate. Unfortunate- 
ly, this was accomplished at the expense of safety, 
for the parathyroids and recurrent laryngeal nerves. 
Methods which do not expose these important struc- 
ture, but which brings the dissection perilously close 
to them were advocated by most everyone interested 
in thyroid surgery. A fairly typical operation, with 
slight variation of some of the details, was evolved 
and is now generally practiced. Since it is one of the 
objects of this discussion to demonstrate the dan- 
gers of thyroidectomy as it is now performed, it is 
necessary to briefly describe some of the essential 
features of a so-called typical operation for the re- 
moval of the thyroid gland. Such an operation com- 
pletely removes one lateral lobe, the isthmus and 
about three-quarters of the remaining lobe. The up- 
per pole of one lateral lobe is permitted to remain to 
provide for sufficient thyroid function. The pos- 
terior surface of the thyroid capsule is sponged with 
a piece of gauze until the mass of areolar tissue nor- 
mally adherent to it is completely removed and its 
surface presents a smooth, glistening, peritoneal-like 
appearance, or as it is frequently done, the posterior 
capsule is permitted to remain undisturbed, removing 
only the superimposed thyroid tissue. As the dissec- 
tion approaches the trachea, a thin layer of thyroid 
tissue covering the groove between the esophagus and 
trachea is allowed to remain for the protection of the 


recurrent nerve. The anterior surface of the trachea, 
however, is stripped clean of thyroid tissue. This 
briefly describes the essential features of the modern 
typical thyroidectomy. Let us then for a moment 
consider whether or not it sufficiently protects the 
parathyroids, the recurrent laryngeal nerve and even 
the trachea itself. 

It is a well known fact that tetany, mostly mild, 
but occasionally of a severe form, follows this type 
of operation, even in the hands of those especially 
skilled in its performance. The literature and the 
statistics of all large clinics amply attest this fact. 
Since these patients did not suffer from tetany be- 
fore the removal of their thyroid glands, it is logical 
to conclude that an injury to the parathyroids or 
their blood supply must have occurred during the 
operation. That such is the case can, at least in part, 
be proven by an anatomical study of the relations 
of the parathyroid glandulae to the posterior capsule 
of the thyroid and to the thyroid gland itself; also 
by a study of the parathyroid blood supply. The 
parathyroids are directly adherent to the posterior 
surface of the thyroid capsule and receive their blood 
supply from the inferior and superior thyroid ar- 
teries. Roughly speaking, there is one parathyroid 
glandule situated at each pole of the lateral lobes. 
Bearing in mind that in one type of the standard 
operation for the removal of the thyroid gland, the 
entire lobe with the exception of the posterior cap- 
sule is removed, it can readily be seen that in an ef- 
fort to control a bleeding point close to the posterior 
capsule, the parathyroid itself or the arteriole carry- 
ing blood to it can be included within a ligature or 
the bite of a hemostat. A glance at the accompanying 
diagram shows this very clearly. In the type of 
operation where the posterior capsule is removed the 
injury to the parathyroids or to their blood supply 
occurs in the effort to control bleeding before the 
capsule has been wiped clean. Injury to the recur- 
rent laryngeal nerve occurs most often during the 
act of ligating the inferior thyroid artery. A glance 
at the diagram will suffice to show this without fur- 
ther explanation. 

One of the most serious complications of thy- 
roidectomy is the so-called collapse of the trachea. 
This occurs most frequently while the lateral lobes 
are dissected from this structure. There seems to be 
sufficient evidence to show that the lateral lobes of 
the thyroid gland act as a support to the trachea, 
which frequently is greatly thinned out and weakened 
by pressure of the hypertrophic gland. Removal of 
the lateral lobes therefore should be a factor in the 
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production of collapse, since the very thin layer of 
thyroid tissue which is permitted to remain as a pro- 
tection to’ the réctitrent nerve is not of sufficient 
strength to hold up the lateral walls of the already 
greatly weakened trachea. 

Having these points in mind an operation which 
protects these important structures and which does 
not materially sacrifice any of the advantages of the 
modern operation is to be preferred. Such a technic, 
in my opinion, was described many years ago by 
von Milkulicz, but for some reason or other it has 
not met with popular favor and is used only by a 
scattered few. On account of the seeming unfa- 
miliarity of the profession with this technic, it will be 
described here in some detail. This type of operation 
is ordinarily known as the resection method and con- 


A—Plane of dissection when posterior capsule is removed. 
B—Plane of dissection when posterior capsule is not removed. 
C—Plane of dissection in the resection method. 


D—Parathyroid. 

sists of resecting about three-fourths of the thyroid 
gland, permitting the posterior quarter of the two 
lateral and the middle lobes to remain in situ. The 
incision is made in the usual way and the prethyroid 
muscles are exposed in the conventional manner. 
These muscles are then severed in their upper third 
in order to preserve the nerve supply. This brings 
into view the capsule of the gland which is now 
grasped and incised between the forceps, exposing 
the glandular structure. The index finger is now in- 
serted between the capsule and gland with a gentle 
sweeping motion the lobe is freed in all directions. 
Rarely is it necessary to sever some firm adhesions 
between the capsule and the gland by means of sharp 
dissection. The gland is now drawn through the 
opening in the capsule. This manipulation brings 
the lobe above the level of the deep muscles and 
greatly facilitates the removal of the desired portion 
of thyroid tissue. Beginning either at the upper or 


lower pole an Ochsner forceps is clamped directly 
into the thyroid tissue in such a manner that about 
one-quarter of the entire thickness of thyroid tissue 
protrudes posterior to the clamp. A second clamp is 
placed about one-half inch above the first one to con- 
trol the back flow. The thyroid tissue is now severed 
between the two clamps by sharp dissection. This 
act is repeated until the entire anterior three-fourths 
of the lobe has been removed. All clamped tissue is 
now either carefully sutured or tied with linen or 
catgut. Two or three sutures are then passed hori- 
zontally through the remaining thyroid tissue and 
tied anteriorly. This controls all oozing and recon- 
structs a small thyroid lobe. Too much care cannot 
be exercised in procuring good hemostasis. The 
isthmus is removed in similar fashion with the ex- 
ception that the transverse sutures are not inserted, 
the remaining lobe is dealt with in precisely the same 
manner as the one on the opposite side. It is impor- 
tant that the same amount of tissue be left on both 
sides, otherwise a symmetry of the neck results. If 
more tissue has been removed on one side than the 
other it is a simple matter to remove an additional 
piece of gland from the larger side. The muscles 
and skin are closed as usual. A small rubber drain 
reaching down to the thyroid tissue is permitted to 
remain for 24 hours. 

The surgical advantages of this method are ob- 
vious. The accompanying diagram showing the point 
at which the gland is resected clearly demonstrates 
the security of the parathyroids, the nerve and the 
trachea. The layer of tissue one-half to three-fourths 
inch in thickness acts as a protective cover for these 
important structures. By exercising only reasonable 
care it is possible to avoid injury to either the para- 
thyroids or the recurrent nerve. The question arises, 
however, whether or not in toxic goiter a sufficient 


‘amount of thyroid tissue is removed to relieve the 


pathologic condition. If the present theery of 
Grave’s disease, predicated upon the fact that it is due 
to a hyperthyroid secretion and not to an altered se- 
cretion, is correct, this type of operation should ob- 
tain the desired result. As a matter of fact, in a 
considerable number of cases, both in the experience 
of the writer and in the experience of others using 
this type of operation, the results in toxic goiter have 


been eminently satisfactory. 


In conclusion, I wish to direct attention to those 
adenomatous growths which occur in the thyroid. 
These tumors should never be cut across, but should 
always be enucleated by sharp dissection. 

3912 Prospect AVENUF. 
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SHERRILL—TRACHEOTOMY AFTER THYROIDECTOMY. 


AN EMERGENCY TRACHEOTOMY OF 
UNUSUAL INTEREST, FOLLOWING 
THYROIDECTOMY. 


J. GARLAND SHERRILL, A.M., M.D., F.A.C.S., 


LoulIsvILLe, Ky. 


Three years ago a woman consulted me because 
of a large goiter which involved both lobes of the 
thyroid. There had been noted slight interference 
with her voice and also some respiratory difficulty 
prior to her visit. A double lobectomy was _per- 
formed, some thyroid tissue about the isthmus being 
allowed to remain. During the operation I saw no 
evidence of injury to adjacent structures; the nerve 
distribution was not damaged by either the enlarged 
thyroid or by trauma of the operation; the parathy- 
roids were not disturbed. 

The woman remained well for a while except for 
slight tetanic manifestations which were promptly 
relieved by the administration of thyroid and para- 
thyroid substance. The parathyroid seemed to act 
more favorably when used in connection with thy- 
roid tablets. Her voice finally became normal, but 
she began to suffer more and more from dyspnea 
and inspiratory stridor. This was regarded as prob- 
ably an hysterical type of respiratory difficulty, 
at least partially so. At the expiration of a year in- 
spiration became disturbed to such a degree that it 
was evident something must be done at once to af- 
ford relief. 

The patient was readmitted to the hospital and 
tracheotomy performed, which gave immediate re- 
lief. Examination of the larynx at that time showed 
paralysis of the adductor muscles. She remained 
comparatively comfortable, but finally became tired 
of wearing the tracheotomy tube, and, as she was 
breathing fairly well through the normal channel, we 
decided to remove it. 

The woman continued in comparative comfort un- 
til about November 1, 1921, when I was hastily sum- 
moned to her residence. She was gasping for breath; 
there was marked depression of the suprasternal 
notch, and she was in great distress and in danger of 
asphyxiation. I realized that unless something was 
done immediately she would promptly succumb. I 
had no instruments with me and looked around for 
something to be used in opening the trachea. The 
only thing to be found was a knife which was used 
for peeling potatoes and this not being sharp could 
not be made to cut the skin. The patient collapsed, 
respiration ceased, and the radial pulse could no 
longer be felt. She was placed in bed in a perfectly 
flaccid condition with no effort at respiration. At- 
tempts at artificial respiration were made, the result 


being a few gasps but nothing further. By that 
time the family had found a safety razor blade and 
with this the trachea was immediately incised and 
the wound held open until a tracheotomy tube that 
she: had previously worn could be inserted. Gauze 
was packed around this to control hemorrhage suf- 
ficiently to take her to the hospital. 

I look upon this case as both one of my brilliant 
failures and brilliant successes, inasmuch as_ the 
woman was virtually dead and if the trachea had not 
been immediately opened she would never have re- 
turned. to life. She described to me her feelings 
when all this transpired. I asked whether she re- 
alized that she was practically dead, and she said yes 
she knew it. She said she realized something serious 
had happened and the last she remembered was that 
“she felt something fill up in her chest.” There was 
probably a sudden dilatation of the heart and this 
was what caused the sensation she described. She 
is now wearing a tracheotomy tube and is again com- 
fortable. 

Rogers, some years ago, proposed in cases of this 
kind to place an intubation tube in the trachea with 
an opening at the site of the tracheal wound and 
fasten it there. 

I believe the diagnosis of adductor paralysis is 
correct. Those who have examined the patient claim 
the adductor paralysis is complete on both sides. The 
moment the patient attempts to inspire the vocal cords 
descend and close the glottis, and no air reaches the 


lungs. 


THYROID RESECTION. 


Usually in mild cases a wedge-shaped bilateral 
resection with complete suture of the capsule is suff 
cient. In the severe cases the greater part of the 
gland is removed, leaving a thin layer of thyroid 
tissue lining the posterior surface for the capsule. 
One-sixth of the gland is sufficient to maintain nor- 
mal function. In very severe cases, especially those 
in which the toxemia has resulted in a dilatation of 
the heart with broken compensation, lobectomy 
should first be done on one side and then on the 
other as soon as the reaction from the first pro- 
cedure has subsided. The scar following a techni- 
cally well-performed operation is not nearly so no- 
ticeable as a slight enlargement in the thyroid gland. 
One advantage of subtotal thyroidectomy over lobec- 
tomy is that it leaves a symmetrical scar. The tra 
chea in all cases should be cleared of thyroid tissue. 
—Cnas. F. Nassau in The Therapeutic Gazette. 


June, 1922 
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ISCHEMIC MYOSITIS (VOLKMANN’S CON- 
TRACTURE). 
Burton A. WasHBuRN, M.D., 
PapucaH, Ky. 


In the treatment of fractures the first considera- 
tion is always the alignment of bones, giving the pa- 
tient as much comfort as possible with whatever 
method of splint dressing the case may require. 

When using plaster casts I attach much import- 
ance to instructing the nurse to loosen the bandage 
or cut through the plaster if there is swelling or a 
sensation of burning or aching. 

The degree of paralysis that may follow the ap- 
plication of too tight a dressing depends upon the 
extent of nerve injury and scar tissue that may fol- 
low atrophy of the muscles. The cause of this ische- 
mic paralysis is trauma to the forearm and splint 
dressings. The degree of interference with the ar- 
terial and venous circulation establishes the path- 
ology. 

When we use the term “ischemic myositis,” it will 
be necessary to differentiate between temporary in- 
terference with the circulation, slight inflammation 
of the muscles, fibrous myositis, thickening or mat- 
ting of tissues and atrophy of muscle fibers. The 
prognosis depends entirely upon this classification. 

Ischemic myositis produces contracted flexors and 
rigid resistance toa extension, discoloration of the 
skin with vesicles, pain and swelling. With paraly- 
sis, one can make passive movements in any direction 
and there is no discoloration of the skin. 

It is important to test the nerve responses. The 
first consideration will be the ulnar nerve. If the 
thumb cannot be adducted so as to touch the meta- 
carpo-phalangeal joint of the little finger, one will 
find the distal phalanges rigid and the adductor pol- 
licis, which is supplied by the ulnar nerve, paralyzed. 
The function of this muscle is to adduct and pronate 
the thumb. The largest number of its fibers originate 
from the third metacarpal bone and are inserted into 
a very fine tendon attachment of the phalanx to the 
first of the thumb. The deep ulnar branches go to 
all the flexors, adductors and abductors of the hand. 

Abduction and adduction of the fingers are im- 
possible in ischemic myositis, because of paralysis 
of the interosseous muscles, which leave sunken 
spaces between the metacarpal bones. This is a posi- 
tive sign of ulnar nerve involvement. 

With median paralysis one will find many of these 
symptoms, because the median covers the radial side 
of the palm and the groove at the wrist between the 
thenar and hypothenar eminences. But with the 


median nerve injured, one cannot flex the wrist or 
pronate the forearm. 

The next consideration is the cause and extent of 
the injury. If one gets nerve response to an electric 
current one may feel that there will be some degree 
of success, and the prognosis will be favorable. If 
there is a fibrous thickening or matting of the tissues 
one must expect bad function, regardless of any nerve 
injury. If there is any interstitial myositis, a hyper- 
plasia of connective tissue and atrophy of muscle, one 
may expect the deformity to be permanent, unless re- 
lieved by lengthening of the tendons. 

I do not advise radical measures as an early treat- 
ment in this condition, regardless of the pathology. 
Time will accomplish many good things in helping a 
nerve. With patience and cooperation the physician 
can produce some wonderful results. 

Taking up the method of treatment, if the hand 
cannot be placed in a position of full extension, place 
the patient under an anesthetic, extend the hand to 
almost a right angle to the wrist line and apply a boot. 
Success in this correction will have relaxed the 
flexors. This will cause the distal phalanges to drop; 
then the patient can begin to use the finger early. 

The use of the palm boot and the interrupted sinu- 
soidal current over the surface of the forearm, treat- 
ing the different sets of muscles will secure the best 
results, if the case is amenable to treatment. 

The next method of treatment for the correction 
of the shortened tendons and contracted muscles is 
by the open method of lengthening the tendons. 


The third method is by removing a section from 
the shaft of the bones, relieving the tension on the 
muscles. This last procedure is not to be recommended 
unless the patient thoroughly understands the pos- 
sible complications that may arise. Non-union of the 
bones frequently happens after division. 

It should be borne in mind that the forearm and 
hand contain a multitude of structures, each of which 
is essential to the proper performance of some special 
function. A radical correction is out of place unless 
one is reasonably sure of the results. 


The following are cases operated upon under the 
second and third methods: 


Patient, age 57. Section of shaft of forearm re- 
moved to allow enough shortening to overcome con- 
traction of muscles and tendons. Non-union of 
radius. Results: necrosis of entire shaft of radius 
requiring its removal. 

Man, 33 years old. Tendons lengthened by closed 
method, which resulted in severing the flexor tendons, 
causing the phalanges to bow and present the appear- 
ance of an arch. 
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HERNIAE AND ACCIDENT CLAIMS. 

At various times in these columns we have urged 
the medical professien to bring its knowledge to bear 
in correcting the practice, still very common in other 
countries as well as the United States, of compensat- 
ing as “injuries”, under accident or workmen’s com- 
pensation insurance, for ordinary hernias. The prac- 
tice is as common in court decisions as in extra-ju- 
dicial practice. 

Thus, in the June, 1915 issue of the JouRNAL 
we said: 

Are physicians properly interpreting the pathogenesis of 
herniae in acknowledging sudden abdominal strains as their 
causative factor? We believe they are not. 

orak bes Traumatic abdominal herniae do, of course, oc- 
casionally occur as the immediate or remote result of crush- 
ing or penetrating injuries to the abdominal wall or dia- 
phragm. But herniae through the umbilical, inguinal and 
femoral canals are never traumatic, we believe (except— 
to be quite exact—in such rare instances in which a pene- 
trating injury may have actually occurred to those canals). 
Herniae discovered at those sites were present before the 
strain, fall or blow—potentially, or small or, most often, 
fully developed but perhaps unnoticed. That is to say, the 
prolongation of peritoneum and usually, if not always, some, 
at least, of the hernial contents were present and the strain 
or injury, if it had anything whatever to do with the hernia, 
merely hastened the inevitable filling and stretching of the 
pre-existing sac. 

If those who are familiar with the anatomy of 
hernias stop to think of the matter they must recog- 
nize that a fully developed hernia cannot possibly be 


produced by any single blow or effort causing  in- 
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creased intraabdominal pressure.* The accumulating 
literature of recent years shows that the surgeons, 
especially, have been thinking, and that the belief that 
hernias have their origin in strains and injuries is 
being gradually abandoned. It is interesting to note, 
too, in occasional reports of decisions by courts and 
workmen’s compensation boards, that there is, cor- 
respondingly, a growing recognition of herniae as 
anatomical defects rather than as consequences of 
traumata. But the practice is still quite general 
among accident insurance companies and in the in- 
dustries to compensate for herniae as “injuries”, 
In the interest of truth, in the interest of the com- 
munity that bears the burden of both varieties of in- 
surance, it is the duty of the profession to enlighten 
the public. The blame has been curs. Many of 
these claims are made in entire good faith and in the 
belief that a hernia is, indeed, a traumatic “rupture’ 
—a misleading and unscientific term which we our- 
selves have too long and too carelessly used. 

We have been led to revert to this topic by the 
publication in Annals of Surgery, April, 1922, of a 
report on Traumatic and Industrial Hernia by a 
Committee of ‘the Medical Section of the American 
Railway Association (Coley, Leigh, Walker, Hop- 
kins, Hutchison). They say: 

At present the situation in regard to dealing with the 
question of traumatic or industrial hernia may be described 
as chaotic. There are, however, a few States in which the 
members of the Workmen’s Compensation Commission ap- 
parently have made a scientific study of the subject before 
formulating any rules and in these States the subject is 
treated in a most fair-minded and judicial way; in other 
States, however, the rulings are apparently based on the old 
and long-discarded ideas as to the etiology of hernia with 


the result of great financial loss to the interested corpora- 
tions and in the end distinct harm to the individuals. 


This committee recommends: 


1. Render proper compensation for all cases of true 
traumatic hernia due to direct violence. Such cases are s0 
few in number as to be practically negligible. 

2. Make a physical examination of all applicants for 
positions in industry, no matter in what capacity... .. 

3. Any case of hernia developing in the course of duty, 
incident to the man’s daily work, should be treated as a dis- 
ease due to a special anatomical weakness on the part of the 
individual, for which the company is in no way responsible. 
If it is wise under certain circumstances to recognize any 
moral responsibility, let it be on an economic or humane 
basis. This moral obligation should be strictly limited to 
such employees who have been found apparently free from 
hernia at the time of previous physical examination. 


These recommendations are sound scientifically, 
and are meant to be, as we interpret them, also lib- 
eral sociologically. It is probably the spirit today 
of most large employers of labor to share in, if not 
wholly to assume, the burden of restoring to health 


*As Coley has pointed out, even hernias believed to be 
very recent not infrequently show thickened sacs, adherent 
contents and other signs of long duration. 
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those employees who. develop disabilities, irrespec- 
tive of legal responsibility. 

In the editorial in the JourRNAL, June, 1915, we 
expressed ourselves as “strongly inclined... .. 
to accept the congenital theory of hernia” as advo- 
cated by Hamilton Russell of Australia; and we 
gave many reasons therefor—among others, that 
the so-called “infantile hernia” and the “hernia into 
the funicular process” are obviously not a whit less 
congenital than the so-called “congenital hernia”. 
At that time Moschcowitz asserted the invalidity of 
Russell’s theory as an explanation for herniae in 
general, but it has been growing in scientific favor 
In this connection it seems worth 
while to. quote the following passage from Coley and 
his collaborators on the committee, as indicating that 
they regard Russell’s views as having passed beyond 


the stage of mere hypothesis : 


At present, it is almost universally recognized that the 
all-important cause of hernia of all varieties is the presence 
of a pre-formed sac of peritoneum known as the processus 
vaginalis. This view was held by two noted surgeons of the 
eighteenth century, Pellatin and Cloquet; but only in recent 
years did Russell ..... force us to conclude that prac- 
tically all hernias are of congenital origin... . 


Though hernias be thus congenital, their origin is, 
properly speaking, not congenital but fetal—W. 
M. B. 


nevertheless. 


PRESENT DAY OBSTETRICS. 
1. Slaughter of the Innocents. 

The laity charges the medical profession with 
callousness toward the woman in labor, with dis- 
regard of her suffering, with coldness toward her 
demand for relief. These charges are unfounded. 
Such clamer has done harm because it has fostered 
and encouraged the introduction of ephemeral prop- 
aganda, such as the furious campaign in favor of 
twilight sleep, forcing its temporary acceptance 
upon certain easily moved medical men and en- 
couraging semi-charlatans to exploit its use. 

If womanhood, en masse, will rebel against the 
slaughter of the innocents which continues in spite 
of the introduction of antisepsis and asepsis, and 
which places deaths from childbirth during the ages 
of 15-45 years, second only to those from tubercu- 
losis, and shows little or no improvement over the 
mortality of 70 years ago,” their just prayer for re- 
lief will receive attention. 

The fault lies only partly with the prospective 
mother, although too many women of all classes, in 
the words of Pomeroy, “select their obstetrician as 
they select their bridesmaids.”* However, they 
have little to guide them except gossip. Moreover, 
there are not enough obstetricians to go round, and 
a good obstetrician is hard to find. 


The reason that good obstetricians are so hard te. 
find is because our medical schools do not turn out 
fully trained men, because many physicians take up 
obstetrics as a mere side-issue and “practice getter” 
to be discontinued as soon as financial conditions will 
permit, and because most obstetric fees are ludic- 
rously inadequate to the time and effort expended. 

That the high maternal and fetal mortality is not 
necessarily due to poor surroundings is proved by 
the excellent results obtained by out-door services 
run in connection with the teaching of students.* 
The pocr results throughout the country are ascrib- 
able to lack of prenatal care, the insouciance of the 
public, the ignorance, carelessness and hurriedness 
of the medical attendant, the lack of preparedness 
during labor and the increasing tendency of both the 
trained and untrained man to interfere. The risk in 
confinement is less in the hands of a supervised 
midwife than in the hands of a hurried, harassed, 
general practitioner, who may be tempted to apply 
ferceps in order to attend to his office hours. 


How many practitioners examine the urine twice 
monthly, take the blood pressure regularly, super- 
vise the hygiene of pregnancy properly? How often 
do they neglect pelvimetry, and to how many has the 
pelvic measurement, when made, any real meaning ? 
How often is the vulva not shaved, and how often 
are examinations made with the ungloved hand? 
Why is the consultant still hurried to the case with 
undilated cervix and implored to deliver with fox- 
ceps? Why is he not called in until two days post- 
partum to the case of ruptured uterus with diffuse 
peritonitis ? 

The answer to these fundamental queries is of 
more immediate importance to the nation as a whele, 
and to the prospective mother as an individual, 
than whether some new, more rapid and less painful 
method—applicable only to the few, in specially 
skilled hands—has been discovered. It is the man 
in the ranks of the medical profession who must be 
trained. 

2. “The Place of Verston in Obstetrics.” ® 

These remarks are introductory to the analysis o! 
a recently advocated method of delivery by “elective 
version.” Irving Potter, of Buffalo, has performed 
version more than 4,000 times. Of his last 2,243 
obstetric cases, 1,158 were delivered by this method. 

Before discussing the applicability of this method, 
I desire to emphasize that the study of Dr. Potter’s 
technic has proved highly instructive and can _ be 
earnestly recommended to all. The special points 
in his method to be stressed are: The os must be 
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dilated or dilatable; the patient is placed in a modi- 
fied Walcher position; full anesthesia is induced. 
The left hand is used: no matter what the presenta- 
tion, and a rubber glove reaching to the elbow is 
worn. The vagina is “ironed out” preliminary to 
delivery. The membranes are ruptured as high up 
as possible, both feet are brought down, no haste is 
used even after the umbilicus is born and no pres- 
sure is made on the fundus or suprapubically until 
both arms are delivered. The arms are, in turn, both 
delivered anteriorly, and after the scapulae appear 


the head is delivered, fingers in the mouth assuring 


full flexion. After the mouth is born, ample time 
to stretch the perineum is allowed. None of these 
measures are strictly new, but their application in 
proper sequence is a real advance. 


That Potter is a skillful obstetrician no one will 
deny. A record of some 1,858 versions without one 
niiternal death bespeaks care, exceptional technical 
skill and good fortune. It is impossible to judge, 
from the monograph, of the indications for various 
interventions practised, because the atfthor has given 
no such data, although this, of course, is the crucial 
point in arriving at a final conclusion. One hundred 
Cesarian sections in 1,130 deliveries (page 131), or 
one abdominal section to every 11.3 patients, bespeaks 
radicalism rurning riot, unless the female population 
of Buffalo consists mainly of malformed dwarfs. 
Potter finds 60-70% of posterior occipital positions 
because, as he himself says, he “examines women 
many hours earlier and before rotation has taken 
place” (page 101). In other words, he interferes 
presumably still at the end of the first stage, before 
giving nature any chance to rotate the head and ef- 
fect an easy, spontaneous delivery. In the series of 
the year 1920, 12 women escaped version because, 
says Potter, “they delivered themselves before I got 
to them,” and 10 cases were delivered as ordinary 
vertex presentations, for reasons not stated—prob- 
ably because the head could not be pushed back. In 
attempting to sift Potter’s material, as well as is 
possible, it appears thaf he deals with a large num- 
ber of normal cases, that the number of pelvic de- 
formities, toxemias, placenta previas and other ser- 
ious complications is small. Of 1,113 cases 400 
were primiparous and 520 multiparous. 


The fetal mortality, when judged by the fact that 
all the deliveries were performed by one man, an 
expert, are unduly and disappointingly high. In the 
series of 1920, 41 still-births and 34 deaths during 
the first two. weeks are given, or 6.7%, and with de- 
duction for fatalities not ascribable to the hazards 


of labor, the mortality is at least 4.6%. The data on 
the last series of 1,130 cases with a supposed fetal 
mortality of .023% are quite unintelligible to me. 

[The midwives of Newark delivered 586 cases, 
including still-births and deaths within the first 
month, with only 1.7% fetal mortality,® and in the 
industrial town of Brockton during 1912-1913 among 
1,247 births only 3% of still-births occurred.’ Pol- 
ak’s series of 1000 labors* shows oniy 1.9% of 
fetal deaths. | 

Potter says that version should not be undertaken 
until the cervix is fully dilated or easily dilatable, 
that it should not be done in a flat pelvis, or where 
there is marked disproportion between the size of 
the child and the pelvic diameters. With these funda- 
mental and long-accepted rules we fully concur. 
Likewise, we agree that version will be found useful 
in face presentations, in prolapsed funis, in placenta 
previa occurring in multiparae, and in a moderately 
contracted pelvis with a small fetus—but not, we 
must insist, in occipito-posterior positions if the up- 
to-the-minute obstetrician encounters 60-70% of 
“QO. P.” Potter’s monograph makes no mention of the 
fact that much of the tedium, suffering and even 
danger of labor occurs in the first stage, that the 
average practitioner is unable to determine when 
the cervix is dilatable, much less whether the uterus 
is already so contracted that version becomes dan- 
gerous. In the hand of this expert the results as to 
fetal mortality are appalling. What will they prove 
to be if 938 of every 1,130 patients are delivered by 
version by the hands of all sorts of practitioners? 
Potter says, “I do not advocate the employment of 
version for anyone who does not want to do it, or is 
afraid to try it because he realizes his own ignor- 
ance and lack of skill.” Unfortunately, too many 
will want to do it and will not realize their de- 
ficiencies. 

3. The Ultimate Hope. 

To sum up: Modern obstetrics, in the main, is in 
the hands of but partly trained general practitioners, 
and practised under conditions incompatible — with 
modern ideas of asepsis and antisepsis. The result- 
ing mortality and morbidity, both maternal and fetal. 
shows only slight improvement over those obtaining 
a century ago.2, Women realize vaguely that some- 
thing is wrong, concentrate their resentment against 
the most obvious symptom—pain—and therefore hail 
any method which shortens labor, be it “elective ve: 
sion,” Cesarian section, “prophylactic forceps,” pub- 
iotomy, symphysiotomy, or pituitrin, as a blessed 
panacea. 
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What is needed, sorely needed, are fully trained 
obstetricians who have been taught the elements of 
obstetrics, who will practice “intelligent aseptic ex- 
pectancy” * amid decent surroundings, and who will 
have the time and knowledge to give continuous an- 
tepartum and postpartum supervision. These es- 
sentials demand education of the public, both lay and 
medical, and radical changes in the remuneration of 
the obstetrician through either private funds or state 
assistance. Ropert T. Frank, M.D., F.A.C.S., 


Denver, Col. 
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Progress in Surgery 


Selections from Recent Literature 


Shall We Use Iodin in the Treatment of Wounds? 
A. W. Cotcorp, Clairton, Pa. IJnternational Journal of 
Surgery, April, 1922. 

Colcord says: 

1. Iodin destroys a layer of tissue over the wound sur- 
face without selection. This must be removed before heal- 
ing can begin and furnishes a favorable culture medium fpr 
bacteria. 

_ 2. The teaching that every industrial wound is potentially 

infected is misleading and has done harm. With proper 

cleansing and débridement almost every such wound will 
heal without clinical infection. The body cells and fluids 
can take care of the usual bacteria remaining. Do mechan- 
ical débridement with forceps and knife or scissors; follow 
iq chemical débridement with sodium hypochlorite solu- 

ion. . 

3. The use of this solution may be varied according to the 
severity of the wound. 

(a) In slight wounds, pour on the outside of the dressing 
without skin protection or tubing. 

(b) In wounds of moderate severity, use a short rubber 
tube without tying or punching, protecting the surrounding 
skin with sterile vaseline. Patient applies the solution with 
a medicine dropper every two hours. 

(c) In severe lacerated wounds, use the Carrel technic. 

4. Employees should not be permitted to treat wounds 
where well-equipped dressing stations and trained nurses 
or surgeons are available. The teaching to use iodin be- 
fore sending the case to the doctor is pernicious and creates 
would-be doctors, increasing the frequency of infection. 

_ 5. When wounds are received far from doctors or dress- 

ing stations, where several hours must lapse before a surgeon 

or trained nurse can be seen, the iodin dressing of wounds 

y trained laymen is permissible, but these cases should be 

sent to the surgeon as soon as possible. ° 

6. Iodin is a lazy man’s dressing and its use usually ac- 
Companies a faulty technic. It is far inferior to Dakin’s 


solution, Ochsner’s fluid or dichloramine-T. Silver nitrate, 
bichloride- of mercury, iodin and carbolic acid coagulate 
albumen and favor infection. They also, by this very coag- 
ulation, block up the lymph channels and so prevent the 
outpouring of lymph into a wound, so necessary for its 
germicidal powers. 

7. Clean technic, thorough cleansing, proper suturing, 
drainage, splintage and rest, are the things that save lives 
and limbs. 


Fractures of the Shaft of the Femur. T. Turner 
Tuomas, Philadelphia, Pa. The Pennsylvania Medical 
Journal, May, 1922. . 

Since October, 1918, Thomas has had 56 fractures of the 
femur, 33 under twelve years of age and 23 over twelve 
years. Of the 33 under twelve years, 16 were operated upon 
and 17 were not. Of the 23 over twelve years, 19 were 
operated upon and 4 were not. There were, therefore, 35 
operated upon and 21 not operated upon. 

Thomas concludes that we are not yet ready for a standard 
method of treatment which will probably come only after 
a slow process of elimination. 

The functional result depends chiefly upon the anatomical 
result, although a good functional is frequently obtained 
without a good anatomical result. 

The Bryant extension is justifiable in young children be- 
cause in them the deformity is usually slight and may be 
ignored. Its influence in overcoming overlapping of the 
fragments is practically nil. 

The plaster cast with extension usually overcomes the 
overlapping almost entirely in children but does not provide 
good apposition of the fragments in femur fractures. 

The open method gave the best anatomical result but the 
fixation material is left in, although this can be removed 
easily at any time. 

There was only one infection in the 35 cases operated upon 
(2.9%). Delayed union and stiffness of the knee in the 
adult cases gave most trouble, although bony union was 
developed later in all except two cases, which are still too 
recent for determination, but seem to show bony union now. 

Stiffness of the knee is the lesser of these two troubles 
and will probably give way slowly to ordinary use in most 
if not all cases. The rapidity with which motion of the 
knee can be made to return will probably be increased when 
the greater dangers of mal- and nonunion and infection 
have been more definitely eliminated. 

We should be satisfied only with the best functional re- 
sult. Since this depends chiefly upon the anatomical result 
we should direct our attention to the anatomical and strive 
less to cover up poor anatomical results by talking only of 
functional results. The open method gives the best ana- 
tomical result, especially in adults. Only the fear of in- 
fection stands in the way. 


Spontaneous Healing Inherent in Transplanted Bone. 
S. L. Haas, San Francisco, Cal. The Journal of Bone 
and Joint Surgery, April, 1922. 

Bone when transplanted into a muscular bed, and thereby 
removed from any possible influence of other osseous tissue, 
shows definite signs of cellular activity. Even though there 
is an initial degeneration of the greater part of a trans- 
planted bone, a sufficient amount of osteoblastic tissue sur- 
vives in the region of the periosteum, endosteum, and about 
the Haversian canals, to regenerate the new bone. Further- 
more, if the transplanted bone is not subjected to functional 
stimulation it will gradually undergo a second and per- 
manent degeneration. 

In the case of transplanted bones in which fractures have 
been produced, there is made an additional demand upon the 
regenerative powers of osteobiastic tissue. This demand is 
complied with in just such a way as normal bone responds 
to the call for the repair of a fracture, namely: the forma- 
tion of cartilaginous callus which later becomes ossified. 
This response takes place, even though the bone is removed 
from the normal functional stimulation, but on account of the 
lack of functional demand it, too, undergoes degeneration. 

In view of the fact that the osteoblastic components of 
a transplanted bone possess sufficient energy to produce the 
union of a fracture, even when buried in muscle, there must 
be ascribed a considerable importance to the regenerative 
powers of the cells of such a live piece of bone. 


1922 | | 
on 
etal 
es, 
rst 
the 

ong 
Pol- 

of 


152 AMERICAN 
JouRNAL oF SURGERY. 


PROGRESS IN SURGERY. 


June, 1922 


Disease. Wutiiam S. Barr, Baltimore, Md. Johns 
Hopkins Hospital Bulletin, April, 1922. 

Baer presents a percentage study of results of bone-graft- 
ing for tuberculous spondylitis, according to the age period 
of the patient and the duration of the disease. He takes 
issue with the statement of Albee that “Pott’s disease must 
now be regarded as a distinctly surgical affection, the opera- 
tive treatment a sine qua non, to be given precedence over 
all other therapeutic measures. Mechanical treatment must 
now occupy a minor position, to be employed only as a post- 
operative adjunct, or, with patients who refuse surgical in- 
tervention or are not good surgical risks.” In Pott’s disease 
operative procedures should be used only in selected cases, 
and simply as one of the aids in making a cure, but not as 
the chief means. Pott’s disease is a pathological condition 
which must necessarily run a very chronic course and its 

-cure is accomplished only when amalgamation of the verte- 
bral bodies is assured. This necessarily takes time. Me- 
chanical means, therefore, particularly in infancy and in the 
growing child, must be the main method for stabilization of 
the vertebre, and when the graft is used it is to be regarded 
only as an aid and must not be relied upon alone. In infancy 
the operation is questionable owing to its magnitude and to 
the tendency which it has to weaken the system and thus 
favor the incidence of general tuberculosis and other in- 
fectious diseases. In this class of cases the ultimate, if not 
the immediate, mortality is high. In the growing period, 
from six to sixteen years of age, in carefully selected cases 
the bone graft may be used, but must be considered only as 
an aid, and proper mechanical treatment must be kept up 
until the period of growth is over or amalgamation of the 
vertebre has taken place. In adults the bone graft is in- 
dicated in the majority of cases, but even here mechanical 
support should be used for at least six months. 


Some Observations On Bone-Grafting: With Special 
Reference To Bridge-Grafts. C. Max Pace ann G. 
Perkins, London, England. The British Journal of 
Surgery, April, 1922. 

The subject matter of this paper relates only to bridge- 
grafts in the adult. 

From the evidence of radiograms it would appear that 
hone implants possess and retain a vital activity for some 
period independent of the tissues of the host. 

Boiled beef-bone cannot be used successfully as a bridge- 
arts it is, however, valuable if employed as an internal 
splint, 

For successful bridge-grafting the graft should be auto- 
genous. The most satisfactory source for most purposes 
is the tibia. The graft should contain sufficient compact 
bone for strength, and as much cancellous bone as possible. 
It is in relation to the cancellous part of the graft that firm 
union with the host-bone takes place, and that new bone is 
laid down to thicken the implant in the first few months after 
implantation. The presence or absence of periosteum on 
the graft does not appear to affect its vitality or its later 
enlargement in response to function. 

Two steps are necessary in the preparation of the host 
fragments: (a) Removal of the sclerosed ends till healthy 
vascular bone is exposed; (b) Mobilization of the frag- 
ments so that they can be normally alined without tension. 

The most important factor governing success is the firm 
fixation of the graft into both extremities of the host-bone. 

The method of fixation of the graft found most satis- 
factory for the average case is by intramedullary pegging 
at one end and by an inlay: splice at the other. 

Fractures of the graft fall into two categories: (a) Ap- 
parent fracture at the junction of the host and graft; these 
fractures occur at an early stage, and are due to the weak- 
ening of the implanted part of the graft by absorption which 
results when it is not in firm contact with a healthy section 
of host-bone. (b) Fractures in the free part of the graft; 


these occur from inadequate support of the limb after the 
implanted ends of the graft have become firmly incorporated 
with the host-bone. 

Post-operative treatment may be divided into three clinical 
stages: (a) During the first six weeks absolute immobiliza- 
tion of the part involved; during this stage the graft unites 
A radiogram taken at this period 


firmly with the host-bone. 


The Use of Bone Graft in the Treatment of Pott’s 


will show whether or not the graft is successful; if im- 
plantation of the graft has been so carried out that vital 
continuity between it and the host-bone becomes established, 
no space is seen between the graft and the hestrbone in the 
picture; if fixation has not been firm, a clear area is seen 
between the graft and the host-bone, and the related part 
of the graft will become gradually absorbed, and finally give 
the appearance of being fractured where it is in contact with 
the host-bone. (b) After six weeks, partial function of the 
limb involved is allowed, adequate splint support being sup- 
plied to prevent fracture from undue strain. (c) When the 
graft in response to function has sufficiently thickened, all 
support is removed, and the return of full nutrition and ac- 
tivity in the limb is assisted by physiotherapy. 

The ease with which successful bridge-grafts can be car- 
ried out varies in different bones. The radius gives the 
largest proportion of successes. The upper third of the 
ulna and the lower third of the tibia have been found to 
be the most difficult. 

The writers have attributed most of their failures to un- 
satisfactory fixation of one end of the graft to the host- 
bone. 

Post-operative infection of the wound is not incompatible 
with the survival and growth of a bridge-graft. 


Subastragaloid External Dislocation. Extis Jones, Los 
Angeles, Calif. Journal of Bone and Joint Surgery, 
April, 1922. 

The mechanism of external subastragaloid dislocation is 
that of strong pronation with eversion. Apparently teno- 
tomy of the tendo achillis facilitates reduction and permits 
easy lateral replacement of the dislocated os calcis. Trac- 
tion on the os calcis should be accompanied by strong supina- 
tion of the foot. In a compound fracture-dislocation early 
astragalectomy is advisable because of the inevitable necrosis 
of the astragalus. 


Differential Diagnosis Between Sprains and Frac- 
tures. L. L. Bicerow, Columbus, O. The International 
Journal of Surgery, April, 1922. 

In acute, sharply-localized, persistent tenderness, “winc- 
ing” tenderness or “pencil point” tenderness, as it is some- 
times called, we have the one unfailing, constant and re- 
liable sign of fracture, our best clinical aid in the differen- 
tiation between sprains and fractures. 


Early Weight-Bearing in the Treatment of Amputa- 
tions of the Lower Limbs. Puiuir D. Witsov, 
Boston, Mass. The Journal of Bone and Joint Surgery, 
April, 1922. 

The use of weight-bearing in the after-treatment of war 
amputations of the lower limb seems definitely to have 
proved its value and deserves to be applied to the surgery 
of peace. 

Early weight-bearing is obtained by the use of peg legs 
or articulated limbs of such simple type and construction 
that their rapid manufacture is possible by almost anyone 
after a little practice. The apparatus consists essentially of 
two parts, a socket which is molded to the stump in order 
to obtain an accurate fit, and a skeleton frame which trans- 
mits the body weight from the socket to the ground. 

The chief bearing points utilized are the bony prominences: 
the tuberosity of the ischium for thigh amputations, and the 
shelving under surface of the upper end of the tibia in be- 
low-the-knee cases. Secondarily, the weight is borne by 
the soft parts, but always in a manner to relieve the wound 
of pressure, the lower end of the socket being left open for 
this purpose. 

The socket may be made of papier maché, leather, of 
plaster of Paris; the frame is usually of wood or light iron. 
To work successfully the apparatus must combine the fol- 
lowing features—adaptability to various types of stump, 
strength, lightness, and ease of manufacture. 

With such forms of apparatus it is possible to get pa 
tients out of bed and walking without other support very 
shortly after amputation. When the wound is clean, weight- 
bearing may be begun at the end of two to three weeks. In 
the writer’s experience the time has often been less. Only 
serious complications should prolong it more than fouf 
weeks. Crutches delay progress and should not be allowed. 
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When support is necessary, canes suffice and are not pro- 
ductive of bad habits. There is no pain when the apparatus 
is properly designed and fitted, other than moderate soreness 
of the bony prominences until they become accustomed to 
pressure. 

Because of this, however, and also because of the great 
muscular weakness, use should be begun gradually. At first 
the patient is encouraged to take a few steps supported by 
attendants. Later, as he becomes stronger, he may push a 
chair about the room until he has obtained sufficient confi- 
dence to walk unaided or with a cane. Short and frequent 
periods of exertion with long intervals of rest are better 
than prolonged efforts and over-fatigue. 

Special measures must be taken to protect the wounds in 
certain cases, particularly thigh amputations where the con- 
ical shape of the socket tends to crowd the soft parts up 
from the end of the bone and thus produce possible separa- 
tion of the flaps. This accident can always be prevented by 
the application of traction. Broad adhesive straps with 
tapes are applied to the soft parts of the stump and the tapes 
passed down through the open end of the socket and buckled 
tightly to the lower portion of the apparatus in such position 
as to exert downward pull on the parts about the wound and 
protect it. These traction strips serve also to fix the leg 
to the stump and may be used in lieu of other form of sus- 
penders. 

The presence of an open wound at the end of the stump 
is not a contraindication to early weight-bearing, 

Improvement has particularly been noted following weight- 
bearing in old infected amputation stumps with localized 
osteomyelitis and sinuses. Such cases ordinarily drag along 
many months and are often subjected to secondary opera- 
tions before active use of the stump is allowed. Weight- 
bearing after the acute infection has subsided hastens the 
separation and discharge of sequestra, improves the circu- 
lation of the part, and favorably influences the course of 
the disease in the majority of such cases. Backing up of 
the discharge and abscess formation occasionally compel the 
abandonment of the method, but it should be resumed as 
soon as the condition of the wound permits it. 

Wilson describes and illustrates the method of making 
“peg legs,” with plaster of Paris and sawed-off crutches, as 
used in the war. 


Primary Actinomycosis of the Skin. M. J. Baskin, 
Alliance, Neb. Journal of the A. M. A., May, 6, 1922. 
Dakin’s solution gave prompt results in the case cited by 
Baskin, after the administration of potassium iodid internally, 
and boric acid locally, had failed to give results. The lesion 
is covered with gauze kept constantly saturated with the 
solution. At intervals, moist heat is applied over the gauze. 
This results in the decomposition of the solution with the 
|, of free chlorin, and to this Baskin attributes his 
results, 


Pneumococcal Peritonitis. J. E. McCartNeEy AND JoHN 
Fraser, Edinburgh, Scotland. The British Journal of 
Surgery, April, 1922. 

There is a preponderance of the disease during the period 
from the third to the seventh year; the fifth and sixth years 
show the most frequent occurrence. 

Up to a period between the seventh and eighth years of 
life the vaginal secretion of the child is alkaline in reaction; 
after that period it becomes acid. It has been suggested 
that during the period of the alkaline reaction the tendency 
to infection is greater than it is at a later stage. 

The authors believe that where the primary variety of 
pneumococcal infection is concerned, the disease is confined 
to the female sex; and this peculiarity is explained by the 
fact that the infection is a direct one through the genital 
tract. Bacteriological observations furnish evidence entirely 
in favor of this theory, and the early symptoms support it 
clinically, as do some of the operative findings. 

There are two types of the primary disease. One variety 
of the acute type may constitute the most sudden abdominal 
emergency, with death soon after twenty-four hours. On 
the other hand, the disease may be so chronic in its character 
as to lead to its confusion with tuberculous peritonitis. It 
Probably would afford a more satisfactory classification to 
recognize three varieties of the primary disease—fulminat- 
ing, acute, and chronic. 


In a moderately acute case there is the introductory period 
during which the infection is localized (at first to the pelvic 
peritoneum). About the third day (sometimes earlier, some- 
times later, depending on the acuteness of the infection) the 
disease enters on its second stage, the stage of general infec- 
tion of the blood-stream—the stage of septicemia. This is 
the critical period of the disease. Symptomatically it can 
be recognized by what is often a dramatic change in the 
clinical picture—restlessness, cyanosis, quickened respira- 
tion, exaggerated action of the alae nasi, delirium, hyper- 
pyrexia, and increased rapidity of the pulse-rate. 

A certain number of cases may never enter upon this 
stage; they are the more chronic types, which remain en- 
cysted and localized from the beginning; but if this stage 
is definitely entered on, the prognosis instantly becomes one 
of extreme gravity, and in a considerable proportion of the 
cases the disease will proceed to a fatal termination. 

The subdivision of the clinical history into introductory 
and septicemic stages is important from the prognostic and 
diagnostic points of view, and also from the point of view 
of treatment. 

Apart from the two more general characteristics of the 
type of the disease and the sequence of its events, there 
are certain local manifestations which give the disease a dis- 
tinctive character. One of the most striking of these is the 
excessive vomiting during the early acute stage; it is some- 
times so intense that it has been suggested it is the result of 
the action of the pneumococcal poison on the central nervous 
system; it is certainly very different from the reflex vomit- 
ing of an appendicular infection, and it appears too early in 
the case-history to be obstructive in its origin. 

Diarrhea is the second feature characteristic of the dis- 
ease. Of the 36 cases of primary peritonitis with which the 
series is concerned, in 32 there was a history of diarrhea in 
the early stages. The 4 exceptions were all examples of 
the fulminating type. 

It is interesting to note that among males, whom the 
authors believe to be subject only to the secondary variety 
of the disease, there were no examples of the diarrheic 
symptom. In certain instances the diarrhea was accom- 
panied by rectal tenesmus and the passage of blood-stained 
mucus. This symptom is a strong evidence of a pelvic peri- 
tonitis. 

A third distinctive group of symptoms are those associated 
with the bladder—frequency of, and pain on micturition. 
They add yet another feature to the group of symptoms 
which point to pelvic irritation in the early stages of the 
disease. 

The last point is the change in clinical features coincident 
with the stage of septicemia. The abdominal aspects of the 
case become masked by the acute general signs and symp- 
toms of pneumococcal septicemia. 

Operation Findings.——At operation in the early cases the 
only lesion to be seen is a film of exudate, which is of an 
oily or sticky character, over the pelvic viscera. This exu- 
date has at first a tendency to cause the adhesion of peri- 
toneal surfaces; this tendency, however, disappears as the 
effusion becomes more fluid. 

After twenty-four hours have elapsed, the exudate be- 
comes watery and profuse, brownish, with flakes of lymph 
and fibrin. It is only during and after the fourth day that 
the exudate becomes definitely purulent. This evidence of 
a delay in leucocyte migration is an indication of the in- 
tensity of the disease. Undue delay in the appearance of 
purulency is unfavorable in the prognosis. 

The peritoneum is plum-colored and congested. The small 
intestine is distended. The fimbrie of the Fallopian tubes 
are congested, and on several occasions the writers have 
been able at operation to expel muco-purulent material from 
the interior of the tubes. 

Post-mortem Findings.—At all post-mortem examinations 
careful search was made for other foci of pneumococcal 
infection, but none was found. In the last series of cases 
the middle ear was particularly examined, but with negative 
results. The Fallopian tubes in all cases were congested, 
and on section a catarrhal inflammation was present. Pneu- 
mococci were invariably demonstrated in the tubal secretion. 
The solid viscera showed the usual toxic changes. 

Early operation affords the best prospects for recovery. 
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As soon as the condition is recognized, drainage of the peri- 


toneal cavity is carried out under gas and oxygen anesthesia. - 


The drainage is at the most dependent point, and some of 
the authors’ best results have followed vaginal drainage. 
During the past twelve months they have added blood trans- 
fusion. This has improved post-operative results. It is im- 
portant to recognize the time at which it can be done with 
the greatest possible advantage, viz., when the evidences 
of septicemia are just beginning to make their appearance. 
This is very definitely the period of election: if done earlier 
the transfusion does not appear to prevent the onset of the 
septicemia; if done later the heart may be so weakened that 
the quantity of blood which can be safely introduced is so 
small that little benefit can be looked for. 

Summary: 1. There is an essential division of pneumo- 
coccal peritonitis into two classes—primary and secondary. 

2. The primary class is peculiar to the female sex, because 
- it is the result of infection of the peritoneal cavity from the 
genital tract. 

3. The primary type, according to the acuteness of the 
infection, may be subdivided into three different varieties— 
fulminating, acute, and chronic. 

4. Primary pneumococcal peritonitis begins as a pelvic 
peritonitis, and in a typical case the clinical features afford 
strong evidence of the pelvic distribution. 

5. The course of the disease shows two distinct stages— 
introductory and septicemic. 

6. The mortality figures of the disease have been greatly 
diminished by the adoption of blood transfusion at the com- 
mencement of the septicemic stage of the disease. 


Pneumococcus Peritonitis. Victor F. Ap- 
pleton, Wis. Journal of the Iowa State Medical So- 
ciety, April 15, 1922. 

Marshall reports 2 cases of the acute type, both recovering 
after operation. A correct diagnosis is all important. We 
must decide whether the case is one of pneumococcus peri- 
tonitis and if it is whether it is diffuse or encysted. Opera- 
tion is not indicated in the former, but is decidedly so in the 
latter. The important points in the diagnosis are sudden 
onset, with no prodromal symptoms, the presence of an ex- 
treme toxemia and depression. It is often ushered in with 
a chill. High temperature is characteristic; so is a very 
high blood count, from 20,000 to 40,000. Diarrhea may ap- 
pear early or be developed in a day or two. Peritonitis with 
diarrhea should always make one suspicious of the pneumo- 
coccus. Early drowsiness, restlessness, and delirium point 
to the involvement of the nervous system from the intense 
toxemia, a condition we frequently find in pneumonic affec- 
tions of the lungs. In pneumococcus peritonitis the con- 
stitutional symptoms overshadow the abdominal findings in 
contradiction to the early stages of a perforative appen- 
dicitis. There is no distinct point of tenderness. The ab- 
domen has a peculiar “doughy” feel. The presence of fluid 
may be determined and is usually subumbilical and uni- 
lateral. A blood examination is of the utmost importance 
as it may reveal a bacteremia. 

Upon opening the abdomen evidences of a peritonitis are 
found with no local point of origin. The exudate is odor- 
less, seropurulent, yellowish-green, containing a great amount 
of fibrin. 

Most operators are agreed that an expectant treatment is 
to be pursued in pneumococcus peritonitis of the diffuse 
variety; this treatment should be open air, heliotherapy, 
supportive, proctoclysis, and the Fowler position. 

Operation is indicated and advisable where the exudate 
has become loculated, and where the extreme toxemia and 
depression have subsided. 


The Treatment of Perforated Gastric and Duodenal 
Ulcer. A. H. SoutuHam, Manchester, Eng, The British 
Medical Journal, April 8, 1922. 

Immediately the diagnosis has been made laparotomy 
should be performed without delay. Time should not be 
spent in attempts to improve the patient’s condition; shock 
can best be relieved by early operation, and a successful re- 
sult depends essentially on prompt treatment. 

The perforation is closed with fine thread sutures passed 
at some distance from the edges of the ulcer. In cases of 
duodenal perforation the sutures are passed from side to 


side and thereby avoid narrowing the lumen of the gut, 
When tightened these infold the ulcer and a piece of omen- 
tum is then turned up and stitched over the suture line, 
Southam always found it possible to close the ulcer success- 
fully by suture. Any method other than suture must be 
attended with a high mortality owing to the danger of leak- 
age. 

The peritoneal cavity is carefully swabbed out with gauze 
swabs wrung out of very hot saline. Some surgeons advo- 
cate irrigation in preference to swabbing, but irrigation adds 
the diffusion of the extravasated material and increases the 
risk of subphrenic abscess. 

The operation lasts twenty minutes, rarely longer, and 
subcutaneous saline may be administered whilst it is in prog- 
ress with advantage. Drainage is seldom employed. In per- 
foration of under eighteen hours’ duration it is never neces- 
sary. After twenty-four hours, when there is gross soiling 
it may be advisable. This is best done through a supra- 
pubic stab incision and the tube removed as soon as possible, 

The Fowler position is adopted as soon as the patient is 
returned to bed; rectal salines are given at four-hourly 
intervals for two days. For the first forty-eight hours the 
patient is only permitted small sips of water by the mouth; 
fluids in increasing quantities are given later. An enema 
is given daily, no purgative being allowed till the seventh 
day. The stomach is thus kept at rest as far as possible, 
and opportunity for the healing of the ulcer to start. After 
discharge from hospital the patient is instructed to take a 
careful diet for six months. Sodium bicarbonate should be 
taken regular for a time, as this appears to diminish any 
tendency to hyperchlorhydria, and defective teeth are at- 
tended to. This post-operative treatment, so often neglected, 
undoubtedly assists in obtaining satisfactory results after 
operation. 

Should an Immediate Gastro-enterestomy be Performed? 

There is at the present time no general agreement among 
surgeons as to the advisability and need for performing a 
gastro-enterostomy simultaneously with the closure of the 
perforation. Some surgeons advocate that this should be 
done as a matter of routine in all cases; but it is only bya 
comparison of the results and experience of different surg- 
eons that the necessity or otherwise of this procedure can 
be determined. 

However quick the surgeon may be no increased risks are 
allowable, and time should not be spent where it can be 
avoided. The actual performance of the operation should 
occupy as short a time as possible, for prolongation must add 
“A the shock and thereby increase the risk to the patient's 
life. 

Lewisohn, who is an advocate of primary gastro-enter- 
ostomy, says that the operative recoveries are not impaired 
by the extra loss of time involved. He, however, admits 
that a Murphy’s button should be used in acute cases “to 
save undue lengthening of the operation.” This contrivance 
has long since been discarded in England, on account of its 
dangers and disadvantages. Surely if he has to adopt this 
means to shorten the operation it were best to leave the 
gastro-enterostomy until a later date, 

Paterson states that a number of patients die shortly after 
operation for perforation, either from perforation of a sec- 
ond ulcer, haematemesis, or leakage along the line of suture, 
and the mortality from these causes is 11 per cent. He con- 
siders that these deaths should, to a great extent, be pre 
vented by a primary gastro-enterestomy. These complica- 
tions should be largely avoidable by making a careful search 
for a second ulcer and by care in suturing, whilst fatal 
hemorrhage following simple suture must be a rare event 
and is not unknown after a gastro-enterostomy. Further, 
Moynihan has shown that even after a gastro-enterostomy 
a chronic duodenal ulcer may perforate, so that a gastro 
enterostomy does not necessarily exclude this risk. 

In ulcers situated near the pylorus it is asserted that nar- 
rowing will be produced by the suturing, causing subsequent 
stenosis and recurrence of the symptoms. If the suturing 
has been carefully carried out this does not often appeaf 
to be the case, as proved by radiological examination of 4 
number of cases at a later date. Even if some stenosis is 
produced this does not persist. An immediate gastro-enteros 
tomy is said to simplify the after-treatment and feeding, 
but Southam has experienced no difficulty from this caus¢, 


the | 
lesiot 
terio1 
lesior 
the 
type. 
feren 
treme 


iy 
an 
tre 
ton 
sufi 
bee 
tha 
; | 
ij two 
and 
duo 
irre 
cast 
and 
of 
erat 
the 
Sub 
{ I 
a 
ulce 
ulce 
spre 
the 
ulce 
renc 
it 
the 
H suc 
tical 
cure 
Duo 
D 
the s 
rose: 
assi 
disag 
App 
Ad 
id seen 
The 
Th 
mixec 
and 
hemo 
distin 
and 
embol 
coma, 
heat- 
blood 
cereb 
the bi 
eases 
or tra 


Vor. XXXVI. No. 6. 


PROGRESS IN SURGERY. 


AMERICAN 
JoURNAL OF SURGERY. 


155 


and recovery has usually been straightforward and given no 
anxiety. 
The Need for Secondary Gastro-enterostomy. 

Among 37 surviving cases of perforated duodenal ulcer 
treated by simple suture, in four a secondary gastro-enteros- 
tomy became necessary at a later date. 

Twenty-eight patients have for periods up to two years 
remained free from any gastric disturbance. Five patients 
suffer from symptoms of digestive discomfort; these have 
been so slight and their general condition so satisfactory 
that further treatment has not been considered necessary. 

The report of the radiologist has been identical in twenty- 
two cases. He states: “The stomach empties satisfactorily, 
and there is no delay in emptying. The food passes the 
duodenum normally, and there is no obstruction.” Some 
irregularity of the duodenum was noticed in several of the 
cases. In two cases he reports: “The stomach was atonic 
and the duodenum was not satisfactorily filled.” The first 
of these cases has been free from indigestion since his op- 
eration. The second keeps well unless he eats a heavy meal; 
then he feels some discomfort and flatulence. 

Subsequent Treatment in Cases of Perforated Gastric Ulcer. 

It is undoubtedly a fact that perforated gastric ulcer is 
a more serious condition than perforation of a duodenal 
ulcer, as regards both its immediate and remote results, 

The duodenal ulcer is often a simple, small, punched-out 
ulcer, whilst the gastric ulcer may be a large chronic and 
spreading area. Further, the fact that a malignant ulcer of 
the duodenum is almost unknown, whereas the malignant 
ulcer of the stomach is of comparatively common occur- 
rence, must be remembered. It is suggested, therefore, that 
it might be safer to regard all large and chronic ulcers of 
the stomach as potentially malignant, and treat them as 
such at a later date by some form of excision wherever prac- 
ticable. This would be more likely to produce a permanent 
cure than a gastro-enterostomy alone. 


Duodenal Feeding in Functional Anorexia and Uncon- 
trollable Vomiting. (Le Goutte a Goutte Duodenal 
dans VAnorexie Mentale et Les Vomissements Incoer- 
cibles.) P. Carnot and E. Lirert, Paris Medical, April 
I, 1922. 

Duodenal alimentation suppresses the sensory reactions of 
the stomach which are supposed to originate the psychoneu- 
roses. It enables the introduction of sufficient food easily 
assimilated in the absence of the stomach activity, and of 
disagreeable drugs. It has an important psychic effect also. 


Appendix and Adnexa Disease. (Appendix und Adnex- 
erkrankungen.) Pror. Dr. H. THALER, Vienna. Wiener 
klinische Wochenschrift, April 6, 1922. 

Adhesions between appendix and diseased adnexa are 
seen commonly. In 30 of 31 cases observed, the origin of 
the latter were in the pelvic organs. In 17 of these the 
lesion of the appendix was a periappendicitis and the in- 
terior was normal. In £3 cases the evidence showed that a 
lesion coexisted in the appendix and the pelvic organs; 
the lesions in the appendix in these were of a more severe 
type. The bulk of the evidence goes to show that the trans- 
ference of an appendix inflammation to the adnexa is ex- 
tremely rare. 


The Diagnostic Value of Lumbar Puncture in Cere- 
bral and Spinal Hemorrhages. Wu trrep Harris, 
Maida Vale. The British Medical Journal, April 22, 
1922. 

The finding by lumbar puncture of free blood intimately 
mixed with the cebro-spinal fluid is a practically certain 
and invaluable method of rapid differential diagnosis of 
hemorrhage occurring into the central nervous system, thus 
distinguishing at once between apoplexy due to hemorrhage 
and other causes of cerebral confusion and coma—such as 
embolism, thrombosis, uremia, encephalitis, tumor, diabetic 
coma, epilepsy and general paralysis, disseminated sclerosis, 
heat-stroke, hysteria, etc. The one other condition in which 
blood or its derivative pigments is constantly found in the 
cerebro-spinal fluid is severe concussion with laceration of 
the brain, and fractured base. Therefore in these two dis- 
eases of hemorrhage—either spontaneous, as in apoplexy, 
or traumatic, due to severe injury—lumbar puncture gives 


us at once a certain indication as to whether the lesion is 


‘one of hemorrhage within the cranial cavity or not. 


Meningeal hemorrhage resulting from fractured base, and 
lacerations of the brain due to concussion, will cause blood- 
stained cerebro-spinal fluid, the depth of stain varying in 
proportion to the amount of exuded blood. The staining 
may be no more than a distinct yellow tinge after the lapse 
of three or four days, as after the third day a pigment de- 
rivative from the blood, of the nature of bile pigment, ap- 
pears in the cerebro-spinal fluid, due to absorption and 
chemical changes in a localized collection of blood in the 
membranes or brain substance. A small localized cerebral 
hemorrhage in the neighbourhood of the internal capsule 
or other deep area within the brain substance, which has 
neither reached the surface nor ruptured into the lateral 
or third ventricle, will signalize its presence by the appear- 
ance of this yellow stain in the cerebro-spinal fluid within 
three days, rather than by the appearance of free blood 
mixing with the cerebro-spinal fluid, as is the case with the 
larger cerebro-spinal hemorrhages. In fractured base and 
laceration of the cortex the injury may be sufficient to cause 
death within a week, and yet the fluid may be stained only 
a light yellow, with never any free blood mixed with it. 

Meningeal venous hemorrhage may occur from the rup- 
ture of a vein, usually into the posterior fossa, in periods 
of intense vascular congestion, as in men during the act 
of coitus. Violent headache and faintness, with, very prob- 
ably, vomiting, occur at once, and intense headache may 
persist for several days, though complete recovery is the 
rule after three or four weeks. Free blood in the cerebro- 
spinal fluid will be found by lumbar puncture during the 
first few days, the blood being probably recoverable within 
half an hour or so of a direct hemorrhage into the sub- 
arachnoid space. Venous hemorrhages may also occur upon 
the cortex during the severe congestion of an epileptic fit, 
or during the strain of violent coughing, the blood either 
appearing free and intimately mixed with the cerebro-spinal 
fluid, or indicating its presence after the third day by the 
yellow tinge of bile pigment. 

Intraspinal hemorrhage may occur as the result of an in- 
tense muscular effort, and if the bleeding occurs low down 
in the spinal canal, amongst the roots of the cauda equina, 
the blood may clot in situ, and cause pain in the lower ex- 
tremities, and motor and sensory paresis for years. 

When the blood is extravasated higher up in the cerebro- 
spinal axis, then the mixture of blood and cerebro-spinal 
fluid obtained by lumbar puncture does not clot. Spon- 
taneous hematorrhachis, with the formation of clot around 
one or more roots of the cauda equina, Harris believes, ac- 
counts for not a few cases of persistent pains in the lower 
extremities following a heavy muscular effort, such cases 
being usually diagnosed as ruptured muscle, fibrositis, or 
neuritis, and if the pain is in the front of the thigh the con- 
dition may be labelled “meralgia paresthetica.” Lumbar 
puncture would at once decide the diagnosis in such a case, 
possibly even one or two years after the onset of the symp- 
toms, by a canary-yellow fluid eighteen months after the 
primary attack. 


Note on the Diagnosis of Shadowless Renal Calculi: 
With Especial Reference to Those of Cystin 
Composition. Ropcer CoLGaTe Graves, Boston, Mass. 
Annals of Surgery, April, 1922. 

Graves: shows that, by the injection of an opaque solu- 
tion into the uterer and renal pelvis, stones not visible by 
x-rays may sometimes be shown by contrasting light areas. 

This observation was evident in a case described, the fol- 
lowing method being used; a pyelogram was made upon the 
right side. There was not the slightest evidence of dilata- 
tion of the renal pelvis; the calcyes were slender and cuffed. 
In the center of the main collecting portion of the pelvis, 
however, where the depth of the fluid should be greatest 
and the shadow therefore densest, closer scrutiny found an 
oval area of definitely decreased density. Cystoscopy was 
done several days later. A waxed-tipped catheter was passed 
along the right ureter and a second right pyelogram was 
made. The plate was an exact duplicate of the first one. 
The wax showed linear scratches, unmistakably of calculous 
origin. The two pyelograms were thought to denote the 
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presence of a shadowless calculus within the pelvis of the 
right kidney, through displacement of the denser opaque 
solution. Right pyelotomy revealed a calculus, the composi- 
tion of which was pure cystin. 

A second case is described in which a stone in the ureter 
casting no x-ray shadow was demonstrated by injection of 
an “opaque” solution (ureterogram), as an oval vacuole of 
decreased density. Above it the ureter was dilated. The 
stone was passed after the patient left the hospital (com- 
position unknown). 

Graves states that, contrary to the general opinion, calculi 
of pure cystin should be classified in general with those 
concretions which possess no greater density than the body 
soft parts. 


Tests of Renal Efficiency. Frank Kipp, London, Eng- 
land. The Lancet, April 22, 1922. 

Kidd says in summary : 

“Employ time tests pure and simple rather than quantita- 
tive tests. The time of the first appearance of indigo or 
phthalein is the important matter, not its amount. Time 
tests avoid the necessity for measuring the exact quantity 
of urine passed in a given time by each kidney. 

“Instantaneous simultaneous correlation tests applied to 
the blood and each urine may be of value in doubtful cases. 
I have found of considerable value the electrical resistance 
test applied to a drop of blood serum taken while the ureteric 
catheters are in situ and applied also to a drop of urine taken 
from each kidney at the same time. A few drops of fluid 
only are required in this test, as compared with the large 
quantity needed for the cryoscopy and blood-urea hemorenal 
indices. This is why it is to be preferred in practice. 

“The percentage of urea taken from the separated urines 
has often appeared to me of value, though in theory it 
should not be accurate. It is at any rate of more accuracy 
than attempts to measure the total quantity of urea passed 
in a certain time. 

“Pathological and anatomical (pyelographic) considera- 
tions should not be forgotten; in practice the problem is us- 
ually solved satisfactorily by correlating them with func- 
tional considerations—e.g., does the urine fromthe poor kid. 
ney contain blood, pus, bacteria, as compared with the urine 
from the good kidney which is of good colour, free from 
pathological elements, and gives a good time test? Pyelo- 
graphy is a useful handmaid, concerning itself as it does 
with the surgical anatomy, and is often of more value than 
the tests which concern themselves with surgical physiology.” 

“Finally, I would rather put my trust in the indigo test 
than in all the other tests put together. It can be employed 
by the surgeon himself at the bedside and is therefore su- 
perior to any laboratory test. I have used it for 15 years, 
and can recall only two or three instances in which it has 
failed me. Those were in cases of pyonephrosis on one side, 
where an alkaline-infected urine was also coming from the 
opposite kidney. In such cases the indigo may become de- 
colorised in its passage through this infected kidney.” 


Some Observations on Contracture of the Neck of 
the Bladder. Epwin Beer, New York. New York 
Medical Journal, May 3, 1922. 

The diagnosis of contracture of the neck of the bladder 
is suggested by the youth of the patient in whom the residual 
urine is found and when the rectal examination shows a 
small prostate. This suspicion’is verified by the cystoure- 
throscopic examination which shows a rather typical pic- 
ture. The floor of the supramontane urethra shows directly 
above the verumontanum a relative falling away (cavity) 
to be immediately followed by a more or less thick raised 
bar which forms the inferior circumference to the fibrotic 
neck. In the typical uncomplicated case there is no lateral 
lobe enlargement, and this picture, together with the pres- 
ence of residual urine, makes the diagnosis of contracture 
of the neck which has been regularly disclosed by supra- 
pubic exposure. In Beer’s experience, lateral sphincteric 
obstruction has been rare. 

In the treatment of this condition many difficulties are 
presented, because almost everybody who has written on 
the subject has obtained satisfactory results with a particular 
type of treatment that he has advocated and possibly orig- 


inated. 


Beer advocates suprapubic approach, as no matter how 
carefully urethroscopy is performed in these patients, one 
not infrequently finds other conditions either secondary to 
or complicating contracture of the neck of the bladder, 
whose presence had not been suspected. One is influenced, 
therefore, by what is found on exposing the neck of the 
bladder, as to the procedure to be followed. Formerly Beer 
attempted with the Paquelin cautery to excise the posterior 
circumference of the sphincter well into the prostatic tissue, 
This cautery wedge excision apparently led to recontraction 
and reformation of an obstruction. Subsequently he at- 
tempted a broad excision with the scissors of the posterior 
circumference of the neck of the bladder well into the pros- 
tatic tissue, and on the whole has been much pleased with 
the relief given. 

On reexamination of some of the patients in whom this 
wide excision of the posterior circumference of the neck 
of the bladder had been done, it is surprising to see how 
slight a groove has resulted at the point of excision but still 
the patients are able to empty their bladders almost com- 
pletely. At the time of excision of the posterior circum- 
ference of the neck of the bladder, the finger should be in- 
troduced and forced through the narrow sphincter margin 
well into the prostatic urethra so that one can grasp firmly 
the posterior lip of the stretched sphincter prior to ex- 
cision. After the excision has been completed, the finger 
should again be introduced into the posterior urethra, be- 
cause experience has shown -that there is often further down 
in the posterior urethra another band of fibrous tissue which 
must be thoroughly sectioned to get permanent relief. To 
control bleeding after these wide excisions, it may be neces- 
sary to pass a mattress stitch into the mucous membrane of 
the bladder grasping that of the posterior urethra on either 
side of the incision. Hemorrhage is at times a very trouble- 
some feature following either intraurethral punch operation, 
high frequency cauterization, or suprapubic excision; and 
in those cases, in which excision is made, it may even be 
necessary to place a packing tightly in the posterior urethra. 
Though this method of treatment by suprapubic excision has 
given Beer better results than other procedures, in a num- 
ber of cases the only operative procedure pursued was a 
wide dilatation of the neck of the bladder with the finger 
which was introduced well up to the second joint, and this 
was followed by complete relief. It also seemed that even 
in the absence of a positive Wassermann reaction, some of 
these patients were benefitted by the use of small doses of 
potassium iodide. 


The Utricle in Chronic Urethritis. T. N. Brack, Hot 
Springs, Arkansas, The Journal of the Arkansas Med- 
ical Society, April, 1922. 

Utriculitis as a definite condition has been almost totally 
ignored. 

The utricle is situated in the posterior urethra with its 
mouth opening in the verumontanum at its anterior surface. 
Its average length is 5 mm. and ‘at times it may become 
greatly enlarged so as to engage the tip of a sound. It 
courses through the verumontanum and then blindly ends 
in the substance of the prostate. 

Diagnosis of utriculitis depends upon finding pus in the 
utricle by aspiration. After a thorough urethro-vesicle ir- 
rigation with warm boric acid solution the posterior ureth- 
roscope is inserted so that the verumontanum rests in the 
opening. The utricular mouth is easily found providing 
the verumontanum is not disarranged by polypoid growths 
or by previous injurious instrumentation. In this case local 
treatments must be instituted until the surface has become 
rounded and smooth. Very often by tilting the urethro- 
scope upward causing pressure on the verumontanum, pus 
may be seen exudating from the utricle. If it does not, 4 
cannula is inserted and a small amount of the fluid removed 
by aspiration. Black uses a long cannula fitted to a Luer 
syringe, though Kollman’s pipette may be used just as well. 
The fluid obtained is sent to the laboratory for diagnosis. 

It is well to bear in mind all the possible causes of 4 
chronic urethritis and investigate thoroughly so as to ovef- 
look nothing in the course of treatment. Among the most 
important causes are prostatitis and seminal vesiculitis. 
The prostate should be massaged, carefully avoiding the 
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seminal vesicles, and laboratory study of the secretion made. 
This is followed by a boric acid irrigation and then the sem- 
inal vesicles are stripped and the secretion examined. This 
procedure should definitely determine whether or not these 
organs are affected. 

Stricture, in any form, though not sufficiently developed 
to cause obstruction, is often the cause of a persistent dis- 
charge. Infection of the glands of Cowper and Littré and 
a granular condition of the mucous membrane of the urethra 
are other important causes. 

Treatment of utriculitis is simple and effective when prop- 
erly carried out. Unless the technic is perfect one is apt 
to injure the urethral mucosa with the urethroscope and 
make matters worse rather than better. 

Instrumentation should never be resorted to in an acute 
urethritis, anterior or posterior; wait until it has reached 
the chronic stage. 

Determine the size of the entire urethral canal and select 
the proper size urethroscope accordingly. It is well to have 
at least three sizes, 20, 22 and 24, French; and in treatments 
use the largest size compatible with the urethra. The larger 
size gives a better view of the verumontanum and makes 
application of treatment easier. The Swinburne posterior 
urethroscope is most applicable for utricular lavage and 
when properly inserted can do no harm to the urethral 
structures. 

Anesthesia is unnecessary. If the urethra is too sensitive 
for urethroscopic treatment it should be toughened by 
urethro-vesical irrigations and proper sounding before the 
urethroscope is used. After the patient has emptied the 
bladder, having always a full head of urine, the urethra 
should be irrigated with a warm boric acid solution before 
proceeding. The well lubricated urethroscope is inserted 
gently, just far enough to place the veru into the urethro- 
scopic opening. Air pressure dilatation may very often be 
advantageously used, lessening the danger of trauma. 

The medicinal agents used for utricular lavage may be 
varied, but Black makes use of nitrate of silver entirely 
in strengths from one to five per cent, The Luer syringe 
is filled with solution, attached to the long cannula and the 
injection made directly into the utricle. From one to two 
cc, are injected which promptly fills the lumen of the scope. 
It is drawn off with a suction bulb, the obdurator is re- 
placed and the instrument removed. These treatments should 
be repeated twice weekly until the infection is cleared up. 


The Practical Use of the Cystoscope in Removing 
Ureteral Calculi. Franx S. DittincHam, Los An- 
geles, Cal. The Urologic and Cutaneous Review, April, 
1922. 

_ This article is based on cases in the author’s private prac- 

tice, He briefly outlines the histories of 10 cases with 

ureteral calculi and the treatment used in the removal of 
these stones by means of x-rays, cystoscopic examinations, 
intravesical manipulation, ureteral dilatation and pelvic lav- 
age, demonstrating that single or multiple calculi in the renal 
pelvis or ureter, if not too large or imbedded and if there 
are no anatomical contraindications, may be caused to pass 
into the bladder and the majority can be voided. When the 
calculi neared the bladder the patients were instructed to 
allow their bladders to fill to capacity each time and to void 
forcibly, as many stones cause no pain or symptoms when 
they drop into the bladder. Phthalein excretion may be re- 
duced while the ureter is blocked or partially blocked and 
when the obstruction is removed the dye is excreted in 
normal amounts. In 8 cases the average number of days 
required for the passage of the calculus from the first treat- 
ment was 714 days, and the average number of treatments 2. 


Hernia of the Bladder. James Norment Baker, Mont- 
gomery, Ala. Annals of Surgery, May, 1922. 

The possibility of bladder involvement should always be 
Suspected and due caution observed: 

a. In all large inguinal herniae, more especially those of 
advanced life and in those manifesting prostatic hypertrophy 
or other signs of crippled bladder function, 

b. In all direct inguinal herniae, regardless of size or age. 
: ee In all operations for recurrence of hernia, for two 

sons: - 


1. Recurrences are notoriously of the direct type. 

2. Adhesions and distortions of the neck of the sac from 
the former operation, resulting in a possible pull on, and 
displacement of, the bladder. 

d. In all herniae presenting an undue amount of. fatty 
tissue closely associated with the sac at or near the fovea 
inguinalis medialis, the possibility of injury to the bladder 
is increased and this danger signal should never go un- 
heeded. 


Continent Iliac Anus by a New Method. (Un Nouveau 
Procédé d’Anus Iliaque Continent.) CUEO, 
Paris. La Presse Medical, April 19, 1922. 

An H-shaped incision is made, in the center of which a 
cutaneous canal is built. The raw area resulting above this 
is made to contain the cloacal end of the bowel and the skin 
is sutured above, the bowel emerging some distance away. 
At the completion of the operation the bowel lies in a cutan- 
eous channel, at about the center of which a second canal 
crosses it at right angles and lying under the bowel so that 
a piece of rubber tubing or other suitable apparatus, passing 
through it or lying within it, can compress the bowel and 
act as a valve. Those interested should read the entire 
article. 


Posterior Resection of the Rectum and Rectosigmoid 
(Kraske or Modified) Under Regional Anesthesia. 
Gaston L. Lasat, Paris, France. Bulletin of the Johns 
Hopkins Hospital, April, 1922. 

Labat describes the technic of combined caudal, trans- 
sacral and paravertebral (lower lumbar) block regional 
anesthesia for resection of the rectum. For the left rectus 
colostomy he uses either the abdominal field block or para- 
vertebral block. He concludes: 

The choice of the method of anesthesia is one of the 
most interesting problems connected with the surgery of 
the rectum and rectosigmoid. Most of the postoperative 
complications may be attributed to inhalation narcosis, es- 
pecially ether, and can be avoided or considerably lessened 
by the use of regional anesthesia. Regional anesthesia does 
not increase the resistance of the patient, but leaves the vital 
functions of the body in the same condition. The anesthesia 
does not prevent pulmonary embolism, but excludes the 
danger of pulmonary postoperative complications, provided 
no acute condition exists at the time of the operation. The 
anesthesia has no ill-effects on the gastro-intestinal tract; 
thus the possibility of paralytic ileus and the tendency toward 
hemorrhage are reduced. All patients are amenable to the 
method, but one should be cautioned against borderline cases. 
Previous conditions, such as chronic lesions of the heart, 
with or without compensation, high blood pressure, pul- 
monary tuberculosis, diabetes, at least mild and chronic, 
easily controlled by dietary measures, and chronic renal con- 
ditions do not seem to interfere with the operative prog- 
nosis. The use of morphin and scopolamin controls the 
psychic state of the patient and greatly contributes in es- 
tablishing favorable conditions during the operation; but 
the stage of twilight sleep must not be reached. With the 
abdominal field block procedure. colostomy is performed 
painlessly, provided the patient is not too obese and the 
mesocolon is not too short. Exploration is possible in the 
majority of cases, if gentleness is used. The sacral block, 
consisting of the caudal or epidural and transsacral block, 
added to the paravertebral block of the last three lumbar 
nerves on both sidés, constitutes the method of choice for 
the posterior resection of the carcinomatous rectum and 
rectosigmoid. The administration of the anesthesia is not 
difficult, but it requires practice and patience, irrespective of 
the gentleness which must always be used in handling con- 
scious patients. If the anesthetic does not give complete 
anesthesia throughout the operation, the administration of a 
first stage ether anesthesia during the deep manipulations 
constitutes a combined method much safer than general 
narcosis alone. 


The Early Diagnosis and the Treatment of Cancer of 
the Uterus. Rosert T. Frank, Denver, Col. Colorado 
Medicine, April, 1922. 

The recognition of early cancer may be difficult, but on 
the other hand such cases are rarely seen. In less than 
one-half of one per cent. is a nodule found in cervical carci- 
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noma, ninety-nine and five tenths per cent, being excavated 
ulcers or cauliflower growths when first observed. In an 
experience of twenty years Frank has seen only two cases of 
cancer in its earliest stage. 

In the early stages cancer has no absolutely characteristic 
symptoms. The irregular bleeding resulting from trauma 
(douche, coitus, examination), the vaginal discharge and 
the vulvar irritation may be produced by numerous other 
diseases, such as cervical erosion and polypi extruding from 
the cervix. By the time that the bleeding becomes excessive, 
the discharge foul, and pain supervenes, the cancer is no 
longer a local, but a diffuse pelvic disease. 

In about ninety per cent. of cases the uterine cancer is 
located in the cervix. When situated on the vaginal portion 
and cauliflower in type (exophytic) the exposed site and 
friability of the tumor produce earlier and more striking 
_signs than when it is within the cervical canal and of the 
infiltrating (endophytic) variety. Hence because of later 
recognition and because the thin shell of cervix is readily 
perforated, endocervical cancer is the most fatal. Cervical 
cancer may be either a squamous cell or a glandular carci- 
noma. The malignancy is not greatly influenced by the 
type. 

In about ten per cent, of uterine cancer the growth de- 
velops within the body of the uterus. This form is almost 
invariably glandular, grows slowly and has a far lower de- 
gree of malignancy than cervical cancer. As a rule it ap- 
pears in older patients, but it is essential to remember that 
uterine cancer, both cervical and corporeal, has been found 
in children and in young women (18-25 years). 

Should doubtful cervical lesions be encountered—and in 
this region benign erosions, inflamed eversions, decubital 
ulcers due to pressure of pessaries or irritation from pro- 
lapse, chancre, tuberculous ulcers, gonorrheal warts occur— 
a wedge-shaped specimen should be excised for diagnosis 
and sent to a competent pathologist for opinion. 

Enlargement of the uterine body, accompanied by irregular 
hemorrhages and a meat-water or foul discharge, are highly 
suspicious of corporeal cancer. Coincidence of corpus carci- 
noma and fibromyoma are also common. Therefore a care- 
ful curettage should be performed in such cases and samples 
of all the curettings, cut in paraffin, examined by the path- 
ologist. 

The curette, in competent hands, rarely misses corporeal 
new growths. Methodical exploration of the tubal angles, 
of the isthmic region, of the crannies between submucous 
fibroids must be performed. Further observation and repe- 
tition of the curettage, if new symptoms develop, can al- 
ways be instituted. 

In early cervical cancer radical operation still offers the 
most favorable chance for cure. 

In borderline and inoperable cervical cancer radium, com- 
bined with x-ray, gives good results. 

The misery of far advanced cases with diffuse infiltration 
of the septa is increased by radium application. 

Corporeal cancer is cured by simple complete hysterec- 
tomy. 

The growing tendency to reckless radicalism for “sus- 
pected malignancy” is to be strongly condemned. 


Book Reviews 


Diseases of the Digestive Organs. With Special Refer- 
ence to Their Diagnosis and Treatment. By CHARLES 
D. Aaron, Sc.D., M.D., F.A.C.P., Professor of Gas- 
troenterology and Dietetics in the Detroit College of 
Medicine and Surgery; Consulting Gastroenterologist 
to Harper Hospital. Third Edition. Octavo; 904 
pages; 164 engravings, 48 roentgenograms and 13 col- 
ored plates. Philadelphia and New York: Lea & 
FEBIGER, 1921. 

We find this edition of Aaron’s familiar work quite up- 
to-date. All the modern, as well as the longer established 
therapeutic measures and diagnostic tests are lucidly describ- 
ed and, where necessary, illustrated by colored plates. 

The work is not written as a treatise for the specialist but 


as a comprehensive text-book and reference for the general 
practitioner. It deals with all the diseases of the digestive 
tract from the mouth to the anus, including surgical as well 
as “medical” affections. The relationship of diseases of the 
digestive tract to disease processes generally is well empha- 
sizd. The author states that “diseases of the digestive tract 
can be accurately diagnosed.” The assertion is, it seems to 
us, rather too broad for it is just in this field that mistakes 
in diagnosis are being daily made, even by the most com- 
petent, e.g., in differentiating gall-bladder from gastric dis- 
orders, functional from organic diseases of the stomach. 
Nevertheless, roentgenography, esophagoscopy, and some at 
least of the chemical tests, etc., are bringing affections of 
the digestive tract ever closer to accurate diagnosis, and 
these measures are here well set forth. 

The indications for surgical intervention in gastric (and 
also duodenal) ulcer are stated quite conservatively. We 
are not disposed to quarrel with this nor—since this is not 
a surgical work—with the operative procedures indicated, 
We can not quite agree with these, however, and we quite 
disagree with the statement that ulcers “at the lesser curva- 
ture on the posterior wall of the stomach” are “surgically 
inaccessible.” We believe that it would have added much 
to the value of the work to have expanded this section by 
including a discussion of the various operations for gastric 
and duodenal ulcers, the physiologic problems they involve, 
and their relative results. We are inclined to believe that 
surgeons have not the same faith as the author in the diag- 
nostic value of the various “test-meal” examinations. In 
the too-brief section on Hypertrophic Stenosis of the Pylorus 
in infants no distinction is made from pylorospasm in infants. 
Aaron states that “internal treatment is often efficient and 
surgical intervention not often required,” but he does not 
describe the internal treatment, and readers will turn to this 
section for advice in vain. Haas’ treatment of infantile 
pylorospasm is thus not mentioned. The value of atropin 
in pylorospasm, cardiospasm, etc., is, however, referred to 
in the interesting section on vagotonia and sympathicotonia. 


A Text-Book of Practical Therapeutics, with especial 
Reference to the Application of Remedial Measures to 
Disease and their Employment upon a Rational Basis. 
By Hosart Amory Hare, M.D., LL.D., B.Sc., Profes- 
sor of Therapeutics, Materia Medica, and Diagnosis in 
the Jefferson Medical College of Philadelphia; Phy- 
sician to the Jefferson Medical College Hospital. Figh- 
teenth Edition. Octavo; 1038 pages; 144 engravings 
and 6 plates. Philadelphia and New York: Lea & 
FEBIGER, 1922. 

Hare’s Therapeutics has been so long before the profes- 
sion that it needs no extended comment. This, the eighteenth 
edition, shows extensive revision and considerable re-writ- 
ing. Indeed, it is printed from fresh plates throughout. 
The work contains all that is worth while in the “materia 
medicas” of our student days and a great deal more, for it 
deals not only with the action of drugs and their adminis- 
tration but also with therapy in general. Thus, Part 3 is 
devoted to Remedial Measures other than Drugs; Foods for 
the Sick; and Feeding; and Part 4 consists of 300 pages on 
Diseases, from the standpoint of treatment, alphabetically 
arranged. The Index of Diseases and Remedies, separate 
from the Index of Drugs and Remedial Measures, is in tt- 
self, very useful for hasty reference. 


Doctors—Entre Nous. (Short Stories.) By JAmEs 
Bayarp CiLarK, M. D., New York; illustrations by 
JosepH St. AMAND. Duodecimo; 66 pages. New 
York: THe Mepicat Times CoMPANny, 1922. 

These are three whimsical sketches, each written with a 
purpose, reprinted from The Medical Pickwick. While they 
are witty, they are not intended to be humorous. Indeed, 
the most amusing thing in this little book are two illustra- 
tions showing U. S. Army officers during the war, in Amer- 
ican camps, wearing Sam. Browne belts, and over their left 
shoulders, 

As in his little work on the Control of Sex Infections, 
which we reviewed in the February issue of the JouRNAL. 
Dr. Clark shows a pleasing literary style and an ability to 
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convey his thoughts with sincerity and conviction. In these 
sketches he lays bare some weaknesses of (some of) the 
medical profession. 


Verletzungen und chirurgische Krankheiten der Leber, 
der Gallenblase, des Pancreas und der Milz. Gen. 
SaN.-Rat Pror. Dr. WERNER Korte, Berlin. Leipzig: 
GeorG THIEME, 1922. 

This is the third pamphlet of the series “Diagnostische 
und Therapeutische Irrtiimer und dere Verhiitung,” (mis- 
takes in diagnosis and their avoidance). The pamphlet dis- 
cusses in a short, sketchy fashion the various surgical af- 
fections to which these organs are subject, including ab- 
normalities of gross structure, injuries, tumors, cysts and 
inflammatory affections. The subject is illustrated with 
numerous case reports. 


A MEETING OF THE CADUCEUS MEDICAL 
SOCIETY 


as fancied by 


Wa tterR M. Brickner, M.D., F.A.C.S., 
New York, N. Y. 


Dr. Bromine presented a case of Nail Biting Due to Focal 
Infection. 

The patient was a young woman of 52. Her father was a 
minister, but her family and previous history were otherwise 
irreverent. She never had blastomycosis, schistosomiasis, 
meralgia paresthetica or acanthosis nigricans. She men- 
struated regularly at 3 o’clock every fourth Thursday, except 
Thanksgiving day and occasional silent intervals due to sus- 
pected pregnancy. For eight years she had been biting her 
nails with steadily increasing voracity. She had consulted 
manicures, chiropractors and other doctors-—all of whom had 
failed to find the cause of her malady or to relieve it. Then 
she consulted Dr. Bromide. Being an ear specialist, he was 
reluctant to take the case, but it so excited his scientific 
curiosity that he consented to do so. He had the patient re- 
moved immediately to the hospital for further study. There 
she was cystoscoped, pyelographed, bronchoscoped, lumbar 
punctured and sigmoidoscoped, with negative findings. Her 
blood count was within normal limits, and so was _ her 
colloidal gold reserve—considering the present rate of ex- 
change. During periods of nail-biting her pulse was exag- 
gerated, but electrocardiography showed the P-wave and 
T-wave in their proper alphabetical relationship. Her A-bile, 
B-bile and C-bile also showed no alphabetical disturbance, 
and she denied G. and S. Ear tests by caloric stimulation 
showed normal nystagmoid reactions. There was no past- 
pointing or ataxia. Also there was no astereognosis, adia- 
dochokinesis or other pollysyllabic symptom. Her Wasser- 
mann was negative; so were her Meltzer, her Rovsing, her 
Ewald, her Rehfuss and her Wolff-Junghaus. She had no 
MacEwen, Argyll-Robertson, Stellwag, von Graefe, Chvos- 
tek, Romberg, Brudginsky, Babinski, Chaddock, Gordon or 
Oppenheim Collins. Her urine contained epithelial cells and 
urea, but was otherwise normal. Her blood chemistry was 
also normal except for a marked increase of the keratin con- 
tent, obviously due to the ingestion of. finger-nails. 

All of these tests and examinations failing to show any 
other cause, Dr. Bromide concluded that the etiology of the 
disease was a focal infection. The tonsils having been some- 
what removed in childhood, he had all her teeth extracted. 
Thereupon the nail-biting ceased cito, tuto et jucunde and 
has not since returned. He presented the patient as an in- 
stance of focal infection causing an obstinate and prolonged 
disease, promptly cured by the removal of the foci. He had 

cultures made from the roots of the teeth and, if there 
should be any return of the symptom, which he doubted, he 
would inject these vaccines under the nails. 


In discussion: 


Dr. BunpLeR said that Dr. Bromide and the society were 
both to be congratulated on the presentation of this highly 
iteresting and instructive case. The report was so com- 
plete that little could be added. Nor could one well criticize 
the logical diagnosis offered, in the face of a cure so strik- 


ing. It occurred to the speaker, however, that Dr. Bromide 
had, curiously enough, omitted to test the basal metabolism. 
It had always seemed to him that nail-biting, tooth-sucking 
and other habit-neuroses if, in the light of modern medical 
science, they may be called neuroses (for such terms are 
but a cloak for our ignorance), are traceable more or less 
directly to disturbance of the ductless glands, to a state of 
endocrine imbalance, so to speak. In earlier days we talked 
of vaso-dilators and vaso-constrictors; we have been pass- 
ing through the era of vagotonia and sympathicotonia; we 
are entering the period when we must talk in terms of those 
no longer mysterious bodies that control these manifesta- 
tions. 

These are the governors and escapements, the springs and 
balances that control metabolism, socialism, health, wealth, 
puberty, piety, waste and repair, growth and death, judg- 
ment and error, fear and fury, war, rebellion, fires, vol- 
canoes, earthquakes and Tom Watson. Can anyone doubt 
that when Bernard Shaw wrote “Back to Methuselah” he 
was plus-pituitary? Can anyone who sits through it be 
other than hypo-adrenal? Consider the discharges from 
these glands that enter the blood stream! Note that while 
the thyroid discharge is activating, the adrenal is inhibit- 
ing, the anterior pituitary is productive, the ovary repro- 
ductive, the parathyroid sedative and the pineal—ah, the 
pineal! 

These data (or is it “this data”?) having been demonstrat- 
ed and now generally accepted, how can we apply them—or 
it—to the treatment of nail-biting? “Tet me illustrate,” 
said Dr. Bundler, “by a case of my own. This was a young 
spinster of 49, who had been nail-biting since the meno- 
pause (hypo-ovarian). I put her on a mixture of ovarian, 
thyroid and adrenal extracts, with just a dash of testicular 
extract. As an adjuvant she was given a tonic containing 
strychnine, nux vomica, iron, arsenic and the glycerophos- 
phates. The doses were steadily increased until, at the end 
of three years, she suddenly stopped nail-biting. At the 
autopsy next day no focal infection was found. You see, 
therefore, that we must not draw too sweeping conclusions 
from Dr. Bromide’s isolated case. Focal infections may, 
and probably do, play a large rdle, but we must eliminate 
and treat the other disorders that underlie the baffling malady 
called nail-biting, of which, as my case illustrates, endocrine 
disturbance is the most important.” 


Dr, TANNENBRILL said he was much impressed by Dr. 
Bromide’s presentation and by the remarks of the last 
speaker. Nail-biting was an old disease, one of the few 
that had not been thoroughly described by Virchow. It had 
come down to us through the years. Did not Shakespeare 
tell us that the Capulets (or was it the Amulets?) and the 
Montagues bit their thumbs when they passed, to express 
disdain? Nail-biting was an expression of repressed emotion, 
To cure it one must discover the unrecognized emotion by 
psychanalysis. Freud himself—or was it Oedipus?—had 
showed that: every individual who bit his nails had wet his 
diapers in infancy—clearly an affect of the libido, a sexual 
dysphrenia, so to speak. In every case of nail-biting one 
must seek out the repressed desire, the provoking subcon- 
scious irritation. Discover it—or supply it—and the patient 
is cured! Dr. Tannenbrill had under treatment a woman of 
28 who began nail-biting two years after she married. He 
has psychanalyzed her 48 times and believes that after an- 
other 50 sessions something will happen. What did her 
nail-biting represent symbolically? Hunger! Hunger! Hun- 
ger for food? No, her husband allowed her $8 a week for 
the table and she had corned beef and cabbage, beef stew 
and pies whenever she wanted them. Hunger for what, 
then? Hunger for love! Hunger for her husband’s love! 
“On the 36th analysis,” said the speaker, “I learned that he 
was a street-car conductor, all day in the company of other 
women. On the 41st analysis she told me that in his sleep he 
sometimes said ‘fair lady; lively lady.’ Clearly he was 
dreaming his ‘wish fulfilment.’ Subconsciously she feared 
that she might lose his love. She did not know she feared 
this, but I knew it, and I told her. Little by little—for one 
must be insistent in psychanalysis—she began to believe that 
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I was right,—not, as yet, that her husband did not love her, 
but that she subconsciously feared he might cease to love 
her. On the 45th analysis she reported to me that he looked 
at the corset advertisements in the theater programmes— 
another symbolism. He was beginning to sublimate! An- 
other detail convinced me that I was on the right track: 
the husband, as I said, was a carpenter, and often had nails 
in his mouth. Was it not clear that she must have thought 
of him biting these ten-penny nails and, fearing that he 
might some day cease to love her, the imitative act, the 
symbolic representation, of biting her ten puny nails was 
subconsciously suggested and performed! Here is a com- 
plex complete—the sex relation, the suggestion, the repres- 
sion, the symbolism—a perfect exposition of the disturbed 
libido. Moreover, and this is significant, when the husband 
learned that she was coming to me to be psychanalyzed for 
. biting her nails, he began tearing his hair. Could incom- 
patibility be more evident! He does not understand his 
wife, he inhibits her soul-expression. Although she did not 
know it, she feared she’d lose her husband. She shall lose 
him. In another 50 séances I’ll have them divorced. Then 
she’ll have to earn her own living and will not have time to 
bite her nails. Is it not better to cure a woman of nail- 
biting by extracting her husband than by extracting her 
teeth !’ 


Dr. ADAMITE said he, too, thought that nail-biting was a 
nervous manifestation. He believed it had increased as a 
result of reaction to the war and the high cost of manicuring. 
He recalled a case of nail-biting in a mechanic, which had 
resisted all treatment. One day the man iost his hands in a 
chopping machine, and the nervous shock was so great that 
he stopped biting his nails at once. 


Dr. Atrazsoy congratulated Dr. Bromide on his result. 
He would like to ask whether any food-deficiency studies 
had been made in the case. How can one feel justified in 
attributing nail-biting to focal infection, endocrine disturb- 
ance, subconscious repressions or nervous shock, without 
eliminating food-deficiency? Dr. Attaboy did not refer to 
calories, merely. Calories were good enough in their way, 
but they are not this year’s model. He had in mind the 
vitamines—the water-soluble and fat-soluble vitamines, the 
A vitamines and the B vitamines! He had had no personal 
experience with cases of nail-biting, but it seemed to him 
that if it indicated hunger, as Dr. Tannenbrill had so elo- 
quently shown, it might be hunger for vitamines. He 
thought that this was a field that invited further inquiry. 

In closing Dr. Bromine said that he was glad his case 
had evoked so much scientific discussion; and that he had 
thought of endocrines, and symbolism and vitamines and all 
those things, but, after all, he was an ear specialist; and 
besides the prompt cure of his case proved the correctness 
of his diagnosis. 


The Paper of the Evening: Js Arterial Hypertension a 
Cause or an Effect? was read by J. VENTRICLE SySTERLY. 

“T should like to slightly modify the title of my paper, as 
printed on the programme. My thesis is ‘Is Arterial Hyper- 
tension a Disease Sui Generis or merely Per Se?’ So much 
is appearing in our current literature on the subject of hy- 
pertension, and it is so often discussed at our medical meet- 
ings that I felt reluctant to comply with our chairman’s 
request for a paper on that topic, and my only excuse for 
presenting my few observations again lies in my desire to 
arouse discussion on this important and vital subject. 

“In his classic article in the Journal of Cyanosis, Cluett 
Peabody calls attention to the fact that the morbidity and 
mortality statistics of the U. S. Registration Area show that 
hypertension, like bootlegging, is on the increase. Whereas 
in I910 one man in every 150 died of hypertension every 
year, in 1920 one and a quarter men died of it every year, 
or sometimes twice a year, leaving but 14834 men to die of 
less fatal diseases. In small communities where there are 
not 150 men, they have to wait more than a year for a hy- 
pertension funeral. These statistics include all the so-called 
hypertensive states, except South Carolina. 


“I have been carefully studying the weekly mortality 
tables of the N. Y. Health Department, and I have noted 


that whereas in the first decade of life there are more deaths 
from marasmus and enteritis than from apoplexy, in the 
sixth decade the converse obtains. Whether this condition 
is true only of the Atlantic seaboard I have not yet ascer- 
tained. I shall not here enter into the various hypotheses 
that this observation suggests. 

“Among professional men, physicians are very prone to 
hypertension. Many of them die of it, and many live on it, 
At the N, Y. Hospital for Pericarditis and Allied Diseases 
I made a study of the blood pressures of the 67 attending 
physicians and surgeons who were approaching the age 
limit. I shall now demonstrate to you the 67 charts on the 
wall showing the blood pressures before, during and after a 
Medical Board meeting. It was found impossible to strike 
an average, for some were more and some were less, but you 
will note that the lowest blood pressure was 152 Centigrade 
and the highest 188 Fahrenheit. I also discovered that if, 
instead of using mercury in the manometer, I used a solu- 
tion of potassium iodide, the pressure was much higher. 
This establishes on a scientific basis the greater value of 
mercury in keeping the blood pressure down. 

“Mustgowest, in a series of brilliant articles, some of 
which are not yet written, has shown to his entire satisfac- 
tion that arteriosclerosis and nephritis are not the cause but 
the effects of hypertension. Time will not permit me to 
enter into a discussion of all Mustgowest’s teachings, which 
are no doubt familiar to you. Among otliers, he has shown 
that individuals with hypertension do not play enough. Like 
most rules in medicine, this one is not without exceptions. 
I have a patient with a systolic pressure of 200 who plays 
all day—on the saxophone. 

“In the Zeitschrift fiir Graviditat und andere Kinderkrank- 
heiten, November 11, 1918, Schweiner reported that he found 
in the blood of a man who had died of hypertensiveness, a 
filterable, pleomorphic, anaerobic, flagellated, spore-bearing 
cocco-bacillus which, when preserved :n natural colors bv 
the method of Melnikoff-Roswedenkow shows the same cul- 
tural peculiarities as the Rickettsia-Prowazeki. Schweiner 
calls this organism the bacillus hyperiensus Schweineri. 
Thus far no other observer has corroborated his finding; 
and so it must be said that the exciting cause of hyperten- 
sion has not yet been established. 

“Hammacher and Schlemmer, in the Archiv. fiir Blutae- 
fass-und Mastdarm-Krankheiten, April 6, 1917, recorded 
that if the hormones are extracted from the blood of a fast- 
ing guinea-pig the blood pressure rises to a marked degree, 
and they suggest the hypodermatic injection of hormones as 
a means of treating hypertension—another brilliant triumph 
of pure research, of animal experimentation, another aid 
from the laboratory in the unceasing crusade against dis- 
ease. But further clinical test and observation must be made 
before we can definitively accept into our therapeutic arma- 
mentarium the suggestion that comes from this striking and 
interesting phenomenon. 

“If now, we correlate the few observations I have here re- 
corded, and the many that have been made by other inves- 
tigators, in the light of our daily bedside experience with 
the manifold manifestations of that protean morbid state, 
whose symptom-complex we recognize at once when we read 
the manometer, and which, in the present state of our 
knowledge we call “hypertension,” recognizing that the hy- 
pertension itself is but a part—though an important one— 
of the entire process, we see in it a disease in itself almost 
per se, but not strictly sui generis; and we may go forward 
on that basis with the assurance that as inedical science has 
conquered so many of the diseases that plagued mankind s0, 
too, the time is not far off when the bacteriology, pathology 
and specific therapeusis of hypertensiveness—one of the 
youngest of our diseases—will, like the others, become 4 
sealed book! But in the meantime we are not helpless. We 
have advanced far in the prophylaxis and treatment of hy- 
pertension. Within the limits of this brief paper I can not 
enter into the medical treatment nor the operative indica 
tions. I trust that these will be brought out in the dis 
cussion.” 


The time for the collation having arrived, there was ™ 
discussion. 
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